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DRAFT:  Introduction to Low Income Health Plan (LIHP) Mental Health Services in 
Los Angeles County – A Toolkit for Providers 

 
 

Introduction: 
 
With the implementation of the Low Income Health Plan (LIHP) under the 1115 Waiver, the 
Department of Mental Health (DMH) joins the Department of Health Services (DHS) in moving 
closer to true integrated primary care-behavioral health services.   Effective July 1, 2011 mental 
health services will become a mandated component of the LIHP – available to all individuals 
enrolled in Healthy Way LA (HWLA) who meet mental health medical necessity criteria.  
Los Angeles County residents between age 19-64 years old, childless or non-custodial parents, 
whose income is at or below 133% Federal Poverty Level with a valid government issued 
identification and proof of residence are eligible for enrollment into HWLA. 
 
Although we have worked diligently with our counterparts in DHS to implement the LIHP 
program, many system changes are necessary in a very short time.  This “toolkit” has been 
prepared to provide you with information and answers to questions we have received from 
providers.  We look forward to continuing our work together as we plan for Health Care Reform 
in 2014! 
 
Why Deliver Integrated Care?  The Business Case for Collaboration 
There are many reasons for delivering integrated primary and behavioral health care.  Some of 
the compelling arguments for moving in this direction include: 

• Integrated care improves the health outcomes of our population.  Those with serious 
mental illness die (on average) 25 years earlier than the general population; delivering 
integrated care results in better access to needed primary care and the ability to ensure 
that treatment interventions (e.g., medication management, laboratory tests) are 
coordinated, reducing adverse outcomes. 

• Integrated care decreases the per capita cost of healthcare.  People diagnosed with 
depression have almost twice the annual health costs of those without the disorder.  
Treatment of depression reduces not only the disease burden on society, but also the 
medical costs associated with their health care. 

• Integrated care enhances the quality of care provided to clients.  Treating mental health 
conditions impacts care for other disorders (e.g., successful treatment of depression is 
correlated with reduction in pain for those with co-morbid disorders) 

 
What types of mental health services will be delivered under the HWLA Mental Health 
Benefit? 
Beginning in July 1, 2011, enrollment in HWLA will increase in Los Angeles County and may 
ultimately reach between 130,000 and 150,000 adults.  HWLA primary care services will be 
delivered through a network that includes DHS directly operated hospitals, comprehensive 
health centers, and ambulatory care centers in addition to a geographically diverse system of 
Community Partner agencies. 
 
The HWLA mental health benefit will be delivered through the existing and expanded network of 
DMH directly operated and contracted specialty mental health clinics.  Mental health care may 
be understood as being delivered in three “tiers” which are delineated in the chart below.     
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Mental Health Service Delivery under the LIHP 
 
Level of Service Level of Need Type of Service 

Tier 1 

Current priority population:   
clients with serious mental illness 
 
Quadrants* 2 and 4 

• Full range of rehabilitation option 
services 

Tier 2 

Individuals seen in primary  
care settings who may benefit  
from short term treatment  
early intervention 
 
Quadrants* 1 and 3 

• Evidence-based practices 
• Short Term Treatment 
• Psychiatric consultation regarding 

psychotropic medications provided for 
treating primary care physicians 

Tier 3 

Individuals seen in primary  
care settings who receive and  
desire only medication 
management 
 
Quadrants* 1 and 3 

• Psychiatric consultation regarding 
psychotropic medications provided for 
treating primary care physicians 

*  Based on the 4 quadrant model from the National Council for Community Behavioral 
Healthcare  

 
What are the eligibility criteria for HWLA Mental Health Services? 
All HWLA enrollees referred for mental health services must meet mental health medical 
necessity criteria.  The specific criteria for each tier of service are listed below. 
 
To be eligible for Tier 1 services, an individual must meet the following criteria: 

• Be determined to have a serious and persistent mental illness  
• Be at serious risk and serious need for mental health care 
• Not stable on medications 
• Mental health diagnosis such as: 

o Schizophrenia 
o Bipolar disorder 
o Mood disorders 
o Personality disorder with severe impairment 

• Severe Functional Impairment 
o Difficulty providing for basic needs 
o Serious Impairment in 2 critical roles (e.g., inability to work, homeless or at risk of 

losing housing, inability to maintain relationships, significant difficulty parenting, 
poor self-care) 

• Likelihood of need for higher level of care without intervention (e.g, hospitalization, 
incarceration) 

 
A checklist has been prepared as a guide to determine eligibility for Tier 1 services; it is included 
in this toolkit. 
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To be eligible for Tier 2 services, an individual must meet the following criteria: 
• Be determined to have an acute mental illness 
• Be at moderate risk and have a moderate need for mental health care 
• Mental health diagnosis such as: 

o Depressive disorder 
o Generalized anxiety disorder 
o Personality disorder with moderate impairment 

• Moderate functional impairment  
o Moderate functional impairment in 1-2 roles (difficulty keeping a job, risk of losing 

housing, unstable relationships, occasional poor grooming or hygiene) 
• Ability to benefit from limited focused evidence-based practice 

 
What types of mental health services will be delivered under Tiers 1 and 2? 
Clients eligible for Tier 1 mental health services – those with a serious and persistent mental 
illness – will receive appropriate rehabilitation option mental health services.  These services, 
delivered in one of our network of free-standing specialty mental health agencies, include 
assessment, individual and group therapy with an emphasis on the recovery model, medication 
evaluation and management, case management and supported housing, employment and 
education.  Services for individuals with co-occurring substance abuse disorders are also 
provided. 
 
Clients eligible for Tier 2 mental health services – those with a moderate mental illness – will 
receive an evidence-based early intervention with demonstrated success in primary care-
behavioral health integration.  DMH has chosen the Mental Health Integration Program (MHIP), 
a strategy developed by the University of Washington for implementation.  Characteristics of the 
MHIP model include: 

• Collaborative Care Model 
• Primary Care Provider (PCP) continues medications as needed 
• Stepped interventions 
• Therapeutic components 

o Assess symptoms and problems in living 
o Develop targeted treatment plan 
o Problem Solving Therapy 
o Behavioral Activation 
o Assessment of status at each visit 
o Weekly team case consultation with psychiatrist 
o Follow-up between psychiatrist and primary care providers when medications 

need to be adjusted 
 

Some additional questions regarding Tier 1 and 2 services include the following: 
 
Is medication support an included mental health service for Tier 2 clients? 
No.  If clients receive early intervention services under Tier 2, they will be offered MHIP, an 
evidence-based practice.  Under this practice, primary care providers will initiate or continue to 
deliver medication support services.  Through HWLA, these medication visits are now eligible 
for reimbursement under DHS.  Although mental health providers may offer consultation 
regarding complications such as lack of therapeutic response to medication or side effects, 
responsibility for continuing to prescribe and monitor medications will rest with the primary care 
provider. 
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Under what circumstances can clients be transferred from Tier 2 to Tier 1 services? 
At any time, if a client receiving Tier 2 services is determined to 1) meet the criteria for Tier 1 
services, 2) need the rehab option Tier 1 services and 3) desire a transfer to specialty mental 
health provider agencies, a referral can be made.  Tier 2 providers intending to make such a 
referral should first use the checklist included in this toolkit to ensure that clients meet the 
criteria for such a transition.  The receiving provider will conduct an assessment to confirm that 
clients meet the criteria for Tier 1 services and to develop an appropriate treatment plan.  
Clients should not be automatically transferred for rehab option services simply due to a failure 
to benefit from Tier 2 services. 
 
Do we expect full integration to be in place on July 1?   
 While achieving the goal of meaningful and true integration will take some time, we believe the 
following elements can be introduced immediately: 

• Two-way communication between referring provider and mental health clinician 
• Co-location of services when possible 
• Warm hand-off as appropriate and possible 
• Introduction of evidence-based clinical models 
• Availability of Tier 1 and Tier 2 services through partnerships established between 

primary care providers and specialty mental health providers 
 
Using this Toolkit 
We believe that the information in this Toolkit will provide you with guidelines for the HWLA 
mental health services you will deliver.  Please note that while some guidelines are relevant for 
all providers (DMH directly operated agencies, legal entity contract providers, and Community 
Partners), others are specific to one or two types of providers.  Please be sure to note whether a 
guideline is relevant to your agency; this information will occur at the top of each page. 
 
We look forward to our continued work together as we implement the Low Income Health Plan.  
If you have questions, please feel free to contact us using the list of DMH staff included in this 
toolkit. 
 
Thanks so much for your dedication and your support for this effort! 
 



 



COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
HEALTHY WAY L.A. PARTNERSHIPS BETWEEN THE DEPARTMENTS OF MENTAL HEALTH  AND HEALTH SERVICES

Community Partner (CP) SUP 
DIST SPA Tier 2 Service Delivery Site

Tier 1 Partner 
DMH Directly-operated and/or 

DMH Contractor

Tier 2 Partner 
DMH Directly-operated and/or 

DMH Contractor

AltaMed Health Services 1 7 5427 E. Whittier Boulevard, Suite 101
Los Angeles, CA 90022

ALMA Family Services (C) 
(Specialty :  Spanish language)

Self
+
 ALMA Family Services (C)
(Specialty :  Spanish language)

Antelope Valley Community Clinic 5 1 45104 10th Street West
Lancaster, CA 93534 Mental Health America Los Angeles (C) 

Self 
+ 
Mental Heath America Los Angeles (C)

Antelope Valley Community Clinic 5 1 2151 E. Palmdale Boulevard
Palmdale, CA 93550 Mental Health America Los Angeles (C)

Self 
+
Mental Heath America Los Angeles (C)

Antelope Valley Community Clinic 5 1 45074 10th Street West, Suite 109
Lancaster, CA 93534 Mental Health America Los Angeles (C)

Self 
+
Mental Heath America Los Angeles (C)

Asian Pacific Health Care Venture, Inc. 3 4 1530 Hillhurst Avenue
Los Angeles, CA 90027

Asian Pacific Counseling and Treatment 
Center (SSG) (C) (Specialty : Cantonese, 
Mandarin, Chiu Chow, Taiwanese, 
Japanese, Khmer, Laotian, Thai, 
Vietnamese, Tagalog, Spanish and 
Vietnamese languages)

Self
 + 
Asian Pacific Family Center (Pacific Clinics) 
(C) (Specialty :  Cantonese, Mandarin, and 
Vietnamese languages)

Central City Community Health Center, 
Inc. 2 6 5970 S. Central Avenue

Los Angeles, CA 90001 Kedren Community Health Center (C) Self

Chinatown Service Center 1 4 767 N. Hill Street, Suite 200
Los Angeles, CA 90012

Special Service for Groups (SSG) (C) 
(Specialty :  Cantonese, Mandarin, Chiu 
Chow, Taiwanese, Japanese, Khmer, 
Laotian, Thai, Vietnamese, Tagalog, 
Spanish and Vietnamese languages)

Self

Clinica Monsegnor Oscar Romero 1 4 123 S. Alvarado Street
Los Angeles, CA 90057

Institute for Multicultural Counseling and 
Education Services, Inc. (C)
(Specialty :  Spanish, Farsi, Russian, 
Armenian, Hebrew and Arabic languages)

Self +  Institute for Multicultural Counseling 
and Education Services, Inc. (C)
(Specialty :  Spanish, Farsi, Russian, 
Armenian, Hebrew and Arabic languages)

Clinica Monsegnor Oscar Romero 1 4
Northeast Health Center
2032 Marengo Street
Los Angeles, CA 90033

ENKI Health and Research Systems, Inc. (C) Self + ENKI Health and Research Systems, 
Inc. (C)

Community Health Alliance of Pasadena 5 3 1855 N. Fair Oaks Avenue
Pasadena, CA 91103

Pacific Clinics (C)
+
Heritage Clinic (C) (Specialty :  Older adults 
and Korean language)

Pacific Clinics (C) 
+
Heritage Clinic (C) (Specialty : Older adults 
and Korean language)

East Valley Community Health Center, 
Inc. 1 3 680 Fairplex Drive

Pomona, CA 91768 Pacific Clinics (C) Self

East Valley Community Health Center, 
Inc. 5 3 420 S. Glendora Avenue

West Covina, CA 91790 ENKI Health and Research Systems, Inc. (C) Self

Eldorado Community Service Center 5 1 2720 E. Palmdale Blvd., #129
Palmdale, CA 93550 Palmdale Mental Health Center (DO) Self

Eldorado Community Service Center 4 7 21505 Norwalk Boulevard
Hawaiian Gardens, CA 90716 Rio Hondo Mental Health Center (DO) Self

Eldorado Community Service Center 1 7
Tavarua
8207 Whittier Boulevard
Pico Rivera, CA 90660

Rio Hondo Mental Health Center (DO) Self

Eldorado Community Service Center 2 8 4450 W. Century Boulevard
Inglewood, CA 90304 West Central Mental Health Center (DO) Self

Eldorado Community Service Center 2 8 4023 Marine Avenue
Lawndale, CA 90260 South Bay Mental Health Center (DO) Self

El Proyecto del Barrio 3 2 8902 Woodman Avenue
Arleta, CA 91331

El Centro de Amistad, Inc. (C) (Specialty : 
Spanish language) Self

El Proyecto del Barrio 3 2
Canoga Park
20800 Sherman Way
Winnetka, CA 91306

El Centro de Amistad, Inc. (C) (Specialty : 
Spanish language) Self

El Proyecto del Barrio 1 3
Azusa Health Center
150 N. Azusa Avenue
Azusa, CA 91702

Social Model Recovery Systems, Inc. Self

Garfield Health Center 1 3 210 N. Garfield Avenue, Suite 203
Monterey Park, CA 91754

Asian Pacific Family Center (Pacific Clinics) 
(C) (Specialty :  Cantonese, Mandarin and 
Vietnamese languages)

Self

Harbor Community Clinic 4 8 593 W. 6th Street
San Pedro, CA 90731 San Pedro Mental Health Center (DO) Self + San Pedro Mental Health Center (DO)

JWCH Institute, Inc. 2 4 522 S. San Pedro Street
Los Angeles, CA 90013 Downtown Mental Health Center (DO) Self

JWCH Institute, Inc. 2 4 340 N. Madison
Los Angeles, CA 90260 Downtown Mental Health Center (DO) Self  

JWCH Institute, Inc. 2 6 3623 Martin Luther King, Jr. Blvd.
Lynwood, CA 90262

South Central Health and Rehabilitation 
Program (SCHARP) (C) Self

JWCH Institute, Inc. 1 7 6912 Ajax Avenue
Bell Gardens, CA 90201 Rio Hondo Mental Health Center (DO) Self

JWCH Institute, Inc. 4 7 12360 Firestone Boulevard
Norwalk, CA 90650 Rio Hondo Mental Health Center (DO) Self

Mission City Community Network, Inc. 3 2 15206 Parthenia Street
North Hills, CA 91343 Hillview Mental Health Center, Inc. (C) Self

Mission City Community Network, Inc. 3 4 9919 Laurel Canyon Boulevard
Pacoima, CA 91331 Hillview Mental Health Center, Inc. (C) Self

Mission City Community Network, Inc. 3 2 18905 Sherman Way, Suite 200
Reseda, CA  91335 Hillview Mental Health Center, Inc. (C) Self

Community Partners WITH Mental Health Contract

Revised 12/22/2011
DO = DMH Directly-operated Clinic 

C = DMH Contractor Page 1 of 5 



COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
HEALTHY WAY L.A. PARTNERSHIPS BETWEEN THE DEPARTMENTS OF MENTAL HEALTH  AND HEALTH SERVICES

Community Partner (CP) SUP 
DIST SPA Tier 2 Service Delivery Site

Tier 1 Partner 
DMH Directly-operated and/or 

DMH Contractor

Tier 2 Partner 
DMH Directly-operated and/or 

DMH Contractor

Mission City Community Network, Inc. 3 4
Hollywood
4842 Hollywood Boulevard
Los Angeles, CA 90027

TBA Self

Northeast Community Clinic 1 4
California Family Care Clinic
1414 S. Grand Avenue, 2nd Floor
Los Angeles, CA 90015

Amanecer Community Counseling Services 
(C) Self

Northeast Community Clinic 1 4
Highland Park
5428 N. Figueroa Street
Los Angeles, CA 90042

Amanecer Community Counseling Services 
(C) Self

Northeast Community Clinic 2 6
Foshay Middle School
3751 S. Harvard Boulevard
Los Angeles, CA 90018

Amanecer Community Counseling Services 
(C) Self

Northeast Community Clinic 2 6
Clinica Para Las Mujeres
231 W. Vernon Avenue, Suite 203
Los Angeles, CA 90037

Amanecer Community Counseling Services 
(C) Self

Northeast Community Clinic 1 7
Community Medical Alliance 
4129 E. Gage Avenue
Bell, CA 90201

ENKI Health and Research Systems, Inc. (C) Self

Northeast Community Clinic 4 8
Wilmington Family Health Care
714 N. Avalon Boulevard, B3
Wilmington, CA 90744

San Pedro Mental Health Center (DO) Self

Pediatric & Family Medical Center, dba 
Eisner Pediatric & Family Medical Center 1 4 1500 S. Olive Street

Los Angeles, CA 90015

Amanecer Community Counseling Services 
(C) 
+ 
ENKI Health and Research Systems, Inc. (C)

Self

South Bay Family Healthcare  Center 2 8 742 W. Gardena Boulevard
Gardena, CA 90247 Didi Hirsch Psychiatric Services (C) Self

South Bay Family Healthcare  Center 4 8 2114 Artesia Boulevard
Redondo Beach, CA 90278 Didi Hirsch Psychiatric Services (C) Self

South Bay Family Healthcare  Center 2 8 1091 S. La Brea Avenue
Inglewood, CA 90301 Didi Hirsch Psychiatric Services (C) Self

St. John's Well Child and Family Center, 
Inc. 2 6 2115 N. Wilmington Avenue

Compton, CA 90222 Kedren Community Health Center (C) Self

St. John's Well Child and Family Center, 
Inc. 2 6

Williams
808 West 58th Street
Los Angeles, CA 90037

Kedren Community Health Center (C) Self

St. John's Well Child and Family Center, 
Inc. 2 6 1910 Magnolia Street

Los Angeles, CA 90007 Kedren Community Health Center (C) Self

Tarzana Treatment Centers 5 1 907 West Lancaster Boulevard
Lancaster, CA 93534 Antelope Valley Mental Health Center (DO) Self

Tarzana Treatment Centers 5 1 422 West Avenue P
Palmdale, CA 93551 Antelope Valley Mental Health Center (DO) Self

Tarzana Treatment Centers 3 2 8330 Reseda Boulevard
Northridge, CA 91324 West Valley Mental Health Center (DO) Self

The Los Angeles Free Clinic, dba
The Saban Free Clinic 3 4 8405 Beverly Boulevard

Los Angeles, CA 90048 Pacific Clinics-Portals (C) Self

The Los Angeles Free Clinic, dba
The Saban Free Clinic 3 4

Hollywood - Wilshire
5205 Melrose Avenue
Los Angeles, CA 90038

Pacific Clinics-Portals (C) Self

The Los Angeles Free Clinic, dba
The Saban Free Clinic 3 4 6043 Hollywood Boulevard

Hollywood, CA 90028 Pacific Clinics-Portals (C) Self

T.H.E. Clinic 2 6 3834 S. Western Avenue
Los Angeles, CA 90062

Special Service for Groups (C) (Specialty : 
Spanish language) Self

Valley Community Clinic 3 2
6801 Coldwater Canyon Avenue, Suite 
1B 
North Hollywood, CA 91605

San Fernando Valley Community Mental 
Health Center, Inc. (C) Self

Venice Family Clinic 3 5
Robert Levine Health Center
905 Venice Boulevard
Venice, CA 90291

Didi Hirsch Psychiatric Services (C) Self

Venice Family Clinic 2 5
Colen Family Health Center
4700 Inglewood Ave, #102
Culver City, CA 90230

Didi Hirsch Psychiatric Services (C) Self

Venice Family Clinic 3 5
Simms/Mann
2509 Pico Boulevard
Santa Monica, CA 90405

Jewish Family Service (C) (Specialty : Older 
adults who speak Farsi, Russian or Spanish) Self

Venice Family Clinic 3 5
Venice
604 Rose Avenue
Venice, CA 90291

Didi Hirsch Psychiatric Services (C) Self

Westside Family Health Center 3 5 1711 Ocean Park Boulevard
Santa Monica, CA 90405

Didi Hirsch Psychiatric Services (C) 
+
Jewish Family Service (C) (Specialty : Older 
adults who speak Farsi, Russian or Spanish)

Self
+
Didi Hirsch Psychiatric Services (C)
+
Jewish Family Service (C) (Specialty :  Older 
adults who speak Farsi, Russian or Spanish)

Revised 12/22/2011
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COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
HEALTHY WAY L.A. PARTNERSHIPS BETWEEN THE DEPARTMENTS OF MENTAL HEALTH  AND HEALTH SERVICES

Community Partner (CP) SUP 
DIST SPA Tier 2 Service Delivery Site

Tier 1 Partner 
DMH Directly-operated and/or 

DMH Contractor

Tier 2 Partner 
DMH Directly-operated and/or 

DMH Contractor

All for Health, Health for All, Inc. 
519 E. Broadway 
Glendale, CA 91205

5 2 Didi Hirsch Psychiatric Services (C) Didi Hirsch Psychiatric Services (C)

American Indian Healing Center 
12456 E. Washington Boulevard
Whittier, CA 90602

4 7 American Indian Counseling Center (DO) American Indian Counseling Center (DO)

Arroyo Vista Family Health Foundation 
6000 N. Figueroa Street
Los Angeles, CA 90042 

1 4

Northeast Mental Health Center (DO)
+
Amanecer Community Counseling Services 
(C) 

Northeast Mental Health Center (DO)
+
Amanecer Community Counseling Services 
(C) 

BAART Community Healthcare
1111 Market Street, 4th Floor
San Francisco, CA 94103   

1, 2 3, 4, 6
ENKI Health and Research Systems, Inc. (C)
+
Kedren Community Mental Health Center (C)

ENKI Health and Research Systems, Inc. (C)
+
Kedren Community Mental Health Center (C)

Central Neighborhood Medical Group, Inc. 
2707 S. Central Avenue
Los Angeles, CA 90011  

2 6 Barbour and Floyd (C) Barbour and Floyd (C)

Comprehensive Community Health Center
801 Chevy Chase Drive, Suite 20
Glendale, CA 91205  

5, 3 2 Didi Hirsch Psychiatric Services (C) Didi Hirsch Psychiatric Services (C)
+
Hillview Mental Health Center, Inc (C)

Compton Central Health Center, Inc.
201 N. Central Avenue
Compton, CA 90220        

2 6 Barbour and Floyd (C) Barbour and Floyd (C)

Durfee Family Care Medical Group
2006 Durfee Avenue
El Monte, CA 91733    

1 3 ENKI Health and Research Systems, Inc. (C) ENKI Health and Research Systems, Inc. (C)

Emilie Shenouda, MD
10132 California Avenue
South Gate, CA 90280

2 6 Kedren Community Mental Health Center (C) Kedren Community Mental Health Center (C)

Family Healthcare Centers of Greater Los 
Angeles, Inc
6501 S. Garfield Avenue
Bell Gardens, CA  90201

1, 4 7

Bell Gardens - Kedren Community Mental 
Health Center (C)
+
Hawaiian Gardens - Special Service for 
Groups (C) 

Bell Gardens - Kedren Community Mental 
Health Center (C)
+
Hawaiian Gardens - Special Service for 
Groups (C) 

Korean Health, Education, Information 
and Research Center
3727 W. 6th Street, Suite 210
Los Angeles, CA 90020

2 4

Special Service for Groups (C)  (Specialty : 
Cantonese, Mandarin, Korean, Spanish and 
Vietnamese languages)
+
Amanecer Community Counseling Services 
(C) 

Special Service for Groups (C) (Specialty : 
Cantonese, Mandarin, Korean, Spanish and 
Vietnamese languages
+
Amanecer Community Counseling Services 
(C) 

KORYO Health Foundation 
1058 S. Vermont Avenue
Paramount, CA 90723  

2 4 Amanecer Community Counseling Services 
(C) 

Amanecer Community Counseling Services 
(C) 

Mission City Community Network, Inc.
831 E. Arrow Highway
Pomona, CA  91767

1 3 Prototypes (C) Prototypes (C)

Northeast Valley Health Corporation
1172 N. Maclay Avenue
San Fernando, CA 91340  

3, 5 2

San Fernando Valley Community Mental 
Health Center, Inc. (C)
+
Santa Clarita Mental Health Center (DO)

San Fernando Valley Community Mental 
Health Center, Inc. (C)
+
Santa Clarita Mental Health Center (DO)

Pomona Valley Hospital Medical Center 
Community Health Center
1798 N. Garey Avenue
Pomona, CA 91767

1 3 Prototypes (C) Prototypes (C)

Queenscare Family Clinic
1300 N. Vermont Avenue, Suite 1002
Los Angeles, CA 90027

1, 2 4, 7 ENKI Health and Research Systems, Inc. (C) ENKI Health and Research Systems, Inc. (C)

Sacred Heart Family Medical Clinic,  Inc. 
8540 Alondra Boulevard, Ste. B2 
Paramount, CA 90723  

4 6 Telecare Corporation (C) Telecare Corporation (C)

Samuel Dixon Family Health Center, Inc.
25115 W. Avenue Stanford, Ste. A-104
Valencia, CA 91355 

5 2 Santa Clarita Mental Health Center (DO) Santa Clarita Mental Health Center (C)

South Atlantic Medical Group, Inc. 
5504 E. Whittier Boulevard
Los Angeles, CA 90022  

1, 2 3, 7, 8 ENKI Health and Research Systems, Inc. (C) ENKI Health and Research Systems, Inc. (C)

South Central Family Health Center 
4425 S. Central Avenue 
Los Angeles, CA 90011  

2 6 Kedren Community Mental Health Center (C) Kedren Community Mental Health Center (C)

The Catalyst Foundation for AIDS 
Awareness and Care 
44758 Elm Avenue  
Lancaster, CA 93534  

5 1 Antelope Valley Mental Health Center (DO) Antelope Valley Mental Health Center (DO)

Community Partners WITHOUT Mental Health Contract
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COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
HEALTHY WAY L.A. PARTNERSHIPS BETWEEN THE DEPARTMENTS OF MENTAL HEALTH  AND HEALTH SERVICES

Community Partner (CP) SUP 
DIST SPA Tier 2 Service Delivery Site

Tier 1 Partner 
DMH Directly-operated and/or 

DMH Contractor

Tier 2 Partner 
DMH Directly-operated and/or 

DMH Contractor

The Children's Clinic, Serving Children 
and Their Families 
2790 Atlantic Avenue
Long Beach, CA 90806

4 8

All Long Beach Sites - Long Beach Mental 
Health Center (DO)
+
Pacific Asian Counseling Services (C) 
(Specialty :  Cantonese, Haitian, Khmer, 
Korean, Japanese, Mandarin, Samoan, 
Spanish, Tagalog and Thai languages)
+
Mental Health America Los Angeles (C) 
(Specialty : Homeless services)

All Long Beach Sites - Long Beach Mental 
Health Center (DO)

Pacific Asian Counseling Services (C) 
(Specialty : Cantonese, Haitian, Khmer, 
Korean, Japanese, Mandarin, Samoan, 
Spanish, Tagalog and Thai languages)
+
Mental Health America Los Angeles (C) 
(Specialty : Homeless services)

The Church of Our Saviour 
4368 Santa Anita Avenue 
El Monte, CA 91731  

1 3 ENKI Health and Research Systems, Inc. (C) ENKI Health and Research Systems, Inc. (C)

Universal Health Foundation
2020 E. First Street
Los Angeles, CA 90033  

1 4 Telecare Corporation (C) Telecare Corporation (C)

University  Muslim Medical Association, 
Inc.
711 W. Florence Avenue
Los Angeles, CA 90044

2 6

Special Service for Groups (C) (Specialty : 
Spanish language and co-occurring 
disorders)
+
South Central Health and Rehabilitation 
Program (SCHARP) (C)

Special Service for Groups (C) (Specialty : 
Spanish language and co-occurring 
disorders)
+
South Central Health and Rehabilitation 
Program (SCHARP) (C)

URDC Human Services Corporation 
1460 N. Lake Avenue, Suite 107
Pasadena, CA 91114  

5 3 Pacific Clinics (C) Pacific Clinics (C)

Watts Healthcare Corporation 
10300 Compton Avenue
Los Angeles, CA 90002

2 6 Augustus F. Hawkins Mental Health Center 
(DO)

Augustus F. Hawkins Mental Health Center 
(DO)

Westside Neighborhood Clinic 
2125 Santa Fe Avenue
Wilmington, CA 90744

4 8 Mental Health America Los Angeles (C) Mental Health America Los Angeles (C)

Wilmington Community Clinic 
1009 N. Avalon Boulevard
Wilmington, CA 90744   

2, 4 8 San Pedro Mental Health Center (DO) San Pedro Mental Health Center (DO)

Antelope Valley Health Center
335-B East Avenue K6
Lancaster, CA 93535

5 1 Antelope Valley Mental Health Center (DO) Antelope Valley Mental Health Center (DO)

Bellflower Health Center
10005 E. Flower Street
Bellflower, CA 90706

4 7 Rio Hondo Mental Health Center (DO) Rio Hondo Mental Health Center (DO)

Dollarhide Health Center
1108 N. Oleander Street
Compton, CA 90222

2 6 Compton Mental Health Center (DO) Compton Mental Health Center (DO)

Edward R. Roybal Comprehensive Health 
Center
245 S. Fetterly Avenue
Los Angeles, CA 90022

1 7
Co-located DMH Program 
+ 
Rio Hondo Mental Health Center (DO)

Co-located DMH Program 
+ 
Rio Hondo Mental Health Center (DO)

El Monte Comprehensive Health Center
10953 Ramona Boulevard
El Monte, CA 91731

1 3 Co-located DMH Program Co-located DMH Program

Glendale Health Center
501 N. Glendale Avenue
Glendale, CA 91206

5 2 Didi Hirsch Psychiatric Service Didi Hirsch Psychiatric Service

Harbor-UCLA Family Medicine
1403 W. Lomita Boulevard, Suite 200
Harbor City, CA 90710

2 8 Harbor-UCLA Medical Center Harbor-UCLA Medical Center

Harbor-UCLA General Medicine
1000 W. Carson Street
Torrance, CA 90509

2 8 Harbor-UCLA Medical Center Harbor-UCLA Medical Center

Harbor-UCLA Ob/Gyn
1000 W. Carson Street, Suite 3B
Torrance, CA 90502  

2 8 Harbor-UCLA Medical Center Harbor-UCLA Medical Center

H. Claude Hudson Comprehensive Health 
Center
2829 S. Grand Avenue
Los Angeles, CA 90007

1 6
Co-located DMH Program (Pending)
+ 
Kedren Community Mental Health Center (C)

Co-located DMH Program 
+ 
Kedren Community Mental Health Center (C)

Hi-Desert Multiservice Ambulatory Care 
Center
44900 N. 6th Street West
Lancaster, CA 93536

5 1
Co-located DMH Program 
+
Antelope Valley Mental Health Center (DO)

Co-located DMH Program 
+
Antelope Valley Mental Health Center (DO)

Hubert H. Humphrey Comprehensive 
Health Center
5850 S. Main Street
Los Angeles, CA 90007

2 6

Co-located DMH Program 
+
Augustus F. Hawkins Mental Health Center 
(DO)

Co-located DMH Program 
+ 
Augustus F. Hawkins Mental Health Center 
(DO)

LAC + USC Geriatric Clinic
1200 N. State Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

LAC + USC Internal Medicine Outpatient, 
Bldg. 4P61
1200 N. State Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

DHS Directly-Operated Programs

Revised 12/22/2011
DO = DMH Directly-operated Clinic 

C = DMH Contractor Page 4 of 5 



COUNTY OF LOS ANGELES - DEPARTMENT OF MENTAL HEALTH
HEALTHY WAY L.A. PARTNERSHIPS BETWEEN THE DEPARTMENTS OF MENTAL HEALTH  AND HEALTH SERVICES

Community Partner (CP) SUP 
DIST SPA Tier 2 Service Delivery Site

Tier 1 Partner 
DMH Directly-operated and/or 

DMH Contractor

Tier 2 Partner 
DMH Directly-operated and/or 

DMH Contractor
LAC + USC Internal Medicine Outpatient, 
Bldg. 4P81
1200 N. State Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

LAC + USC Internal Medicine Outpatient, 
Bldg. 5P61
1200 N. State Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

LAC + USC Internal Medicine Outpatient, 
Bldg. 5P81
1200 N. State Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

LAC + USC Maternal Child AIDS Primary 
Care
1640 Marengo Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

LAC + USC Meds/Pediatrics Continuity 
Clinic
1100 N. State Street
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

LAC + USC Rand Schrader Primary Care
1300 N. Mission Road
Los Angeles, CA 90033

1 4 LAC + USC Outpatient LAC + USC Outpatient

Lake Los Angeles Community Clinic
16921 East Avenue O, Suite G
Lake Los Angeles, CA 93591

5 1 Palmdale Mental Health Center (DO) Palmdale Mental Health Center (DO)

La Puente Health Center
15930 Central Avenue
La Puente, CA 91744

1 3 Arcadia Mental Health Center (DO) Arcadia Mental Health Center (DO)

Littlerock Community Clinic
8210 Pearblossom Hwy
Littlerock, Ca 93543

5 1 Palmdale Mental Health Center (DO) Palmdale Mental Health Center (DO)

Long Beach Comprehensive Health 
Center
1333 Chestnut Avenue
Long Beach, CA 90813

4 8 Co-located DMH Program Co-located DMH Program

Mid-Valley Comprehensive Health Center
7515 Van Nuys Boulevard
Van Nuys, CA 91405

3 2
Co-located DMH Program (Pending)
+ 
West Valley Mental Health Center (DO)

Co-located DMH Program 
+ 
West Valley Mental Health Center (DO)
+
Hillview Mental Health Center, Inc (C)

MLK Multiservice Ambulatory Care Center
12021 Wilmington Avenue
Los Angeles, CA 90059

2 6
Co-located DMH Program (Pending)
+
Augustus F. Hawkins (DO)

Co-located DMH Program 
+
Augustus F. Hawkins Mental Health Center 
(DO)

Olive View-UCLA Primary Care
14445 Olive View Drive
Sylmar, CA 91342 

3 2 Olive View Urgent Care Center (DO) Olive View Urgent Care Center (DO)

San Fernando Health Center
1212 Pico Street
San Fernando, CA 91340

3 2 San Fernando Mental Health Center (DO)
San Fernando Mental Health Center (DO)
+
Hillview Mental Health Center, Inc (C)

South Antelope Valley Health Center
38350 40th Street East
Palmdale, CA 93552

5 1 Palmdale Mental Health Center (DO) Palmdale Mental Health Center (DO)

Wilmington Health Center
1325 Broad Avenue
Wilmington, CA 90744

4 8 San Pedro Mental Health Center (DO) San Pedro Mental Health Center (DO)

Revised 12/22/2011
DO = DMH Directly-operated Clinic 

C = DMH Contractor Page 5 of 5 



 



COUNTY OF LOS ANGELES – DEPARTMENT OF MENTAL HEALTH 
DRAFT 

HEALTHY WAY LA SERVICE MATRIX 
 

 
Updated 6/6/11 

1

Level of Need Client Criteria Services to be Provided 
 Tier 1  

Current priority population:  individuals 
with Serious and Persistent Mental 
Illness (SPMI). 
 
High risk and high need for intensive 
mental health and rehabilitation 
interventions AND/OR the need for long 
term services and supports. 
  
Individuals with high mental health 
needs and low to high healthcare needs.

1. An “included” DSM  IV TR 
Diagnosis. (See Attachment “Medi-Cal 
Included Diagnoses”)  
AND  
 
2. Impairment as a result of the 
“included” DSM IV TR Diagnosis. At 
least one of the following must apply: 

• significant impairment in an 
important area of life 
functioning; e.g., living 
situation, daily activities, or 
social support  

• probability of significant 
deterioration in an important 
area of life functioning AND 
typically requires intensive 
intervention to maintain stability 
in the community, prevent de- 
compensation and/or need for 
a higher level of care (e.g. 
hospitalization, presentation 
treatment, etc.). 

 
3. May also have problems in 
maintaining successful community living; 
such as homelessness, multiple 
involvements with criminal justice 
system, multiple emergency room visits. 

Clients assessed to determine level of 
services needed; including:  Full Service 
Partnership (FSP), Field Capable 
Clinical Services (FCCS), and/or 
Wellness Center services/interventions. 
 
Full Array of Mental Health Services 
available in the each level of care, 
including:  Assessment, Individual 
Mental Health Services, Family Support, 
Group Mental Health Services, 
Collateral, Medication Support, Targeted 
Case Management, Case Consultation 
services, and Peer Support and Self-
Help Services as part of the recovery 
effort. 
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Updated 6/6/11 

2

Level of Need Client Criteria Services to be Provided 
 Tier 2  

Individuals seen in primary care settings 
who may benefit from short term, time-
limited treatment and early intervention;  
clients are moderate to low risk and 
need for mental health interventions; 
AND/OR 
 
Individuals experiencing a recent crisis 
or trauma, who generally have not been 
diagnosed with SPMI, but are not at 
imminent risk of hospitalization nor, in 
most cases, immediate medication 
evaluation and services. The 
assessment should determine if these 
individuals may be experiencing the 
onset of a serious psychiatric illness.   

Diagnosis: 
 
Full range of included diagnoses; 
generally less severe than Tier 1, 

AND, 
• Moderate functional impairment, 
• Difficulty functioning in one or 

more essential roles 
AND 

• Expectation short term early 
intervention will ameliorate 
symptoms or life problem. 

 

M-HIP as the Evidence-Based Practice 
(EBP) used, with Problem-Solving 
Therapy (PST) as the therapeutic 
component.   
 
Staff may use other established PEI 
EBP’s, until they are fully trained in PST.  
These may include: PEI –CORS (AKA: 
Benjamin Rush, Seeking Safety, and 
Prolonged Exposure). 
 
Procedure Code H 2016 will be used by 
the Community Partners (CP’s) 
providing HWLA collaborative 
health/mental health services. 
 
Providers will use the Adult Short 
Assessment form, and completion of 
needed Progress Notes to comply with 
IS “Special Program Plan.”    A single 
Progress Note completed per “day of 
contact” up to a maximum of 9 visits will 
document the CP services.   
 
CP’s can utilize, where needed, 
consultation with DMH/LE’s consulting 
psychiatrists and may invoice DMH up to 
2 hours per week. 
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Level of Need Client Criteria Services to be Provided 
Legal Entities (LE) and Directly 
Operated (DO) programs may utilize the 
full range of procedure codes available, 
with the exception of NO Medication 
Support nor Group Services allowed.  
Medication support is to be provided by 
the CP for the Tier 2 population. 
 
Under M-HIP, clients will receive up to 6 
visits over a 12-week period. A 
Treatment Authorization Review (TAR) 
process will be instituted for those 
needing additional services after the 5th 
session.  The additional number of visits 
may increase to a total of NINE (9).  
 
Additional “Booster”sessions over a 12-
month period is under consideration, 
allowing the case to be kept open at the 
Medical Home.   
In some cases, clients in LE’s receiving 
M-HIP may need to consult with 
psychiatrist.  This consultation may 
count as one of the allowable 6 visits.   
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Level of Need Client Criteria Services to be Provided 
  

Tier 3 
 

 

Individuals seen in primary care 
settings who receive and desire only 
medication management, and have a 
low need for psycho-therapeutic 
interventions. 
 
May include individuals, previously 
served in the mental health system, who 
do not present needing recovery support 
for a serious mental illness. 

Diagnosis: 
 
Full range of included diagnoses; 
generally less severe than Tier 1 or Tier 
2; AND 

  
• Minimal to moderate functional 

impairment; 
• Minimal supports to maintain the 

client’s stability and functioning; 
AND 

• Expectation that short term early 
interventions in a health care 
setting will ameliorate symptoms, 
presenting life problems and can 
provide sufficient supportive 
maintenance. 

 

• Medication prescribed by primary 
care MD.  

• Psychiatric consultation, as 
needed, via telephone, tele-
psychiatry, or in-person 
appointment at mental health 
clinic. 

 

 
Attachment 
 
 
 
 
 
S:\DMHASOC\ASOC_ Management\Cathy Warner\HWLA Services Matrix Revised 6-11.doc 



Los Angeles County - Department of Mental Health 
Quick Reference check list for TIER I Services - DRAFT 

 
The purpose of this brief checklist is to assist the provider in determining when a client/patient may be appropriate for 
Tier I Mental Health Services as opposed to TIER II Services.  Below are the essential client criteria to consider for 
Tier I Services.  Please place a check next to each criteria that the client/patient meets:  
 
1. An “included” DSM IV TR Diagnosis:  

 
Schizophrenia – All 295.XX diagnoses  

 Schizophrenia  
Other Psychotic Disorders  

 Delusional Disorder  
 Delusional Disorder Paranoid State  
 Shared Psychotic Disorder  
 Unspecified Psychosis  

Major Depression and Bipolar Disorder  
 Major Depression  
 Bi-Polar Disorders  

Other Mood Disorders  
 Cyclothymic Disorder  

Anxiety Disorders  
 Panic Disorder w/out Agoraphobia  
 Generalized Anxiety Disorder  
 Phobic Disorder  
 Panic Disorder w/Agoraphobia  
 Social Phobia  
 Obsessive-Compulsive Disorder  
 Posttraumatic Stress Disorder  

Somatoform Disorders  
 Conversion Disorder  

Dissociative Disorders  
 Dissociative Amnesia  
 Dissociative Fugue  
 Dissociative Identity Disorder  

Factitious Disorder  
 Factitious Disorder with Psychological Signs and Symptoms  

 
2.    Functional Impairment as a result of the “included” DSM IV TR Diagnosis.  At least one of the following must 
          apply:  

 Significant impairment in an important area of life functioning; e.g., living situation, daily activities, or 
social support.  

 Probability of significant deterioration in an important area of life functioning AND typically requires 
intensive intervention to maintain stability in the community, prevent de-compensation and/or need 
for a higher level of care (e.g. hospitalization, presentation treatment, etc.).  

3.                    May also have problems in maintaining successful community living; such as homelessness, 
                           multiple involvements with criminal justice system, multiple emergency room visits.  
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PURPOSE  
 
1.1 To describe the process used by the Department of Health 

Services (DHS) providers to facilitate non-emergency referrals of 
current enrollees of Healthy Way LA (HWLA) to the Department of 
Mental Health (DMH)’s network of care for specialty mental health 
services. 

 
DEFINITIONS   
 
DHS Provider: A DHS provider, for the purpose of this policy, refers to a 
DHS physician, nurse practitioner, or physician assistant working in a DHS clinic 
(directly-operated or contracted ambulatory care clinic or directly-operated 
hospital out patient clinic) where there are no DMH co-located staff on premises.   
 
Non-emergency: A non-emergency refers to a routine psychiatric referral in 
which the patient does not pose an imminent risk of suicide, homicide or is 
gravely disabled due to a mental illness, and therefore unable to care for their 
basic needs such as food, clothing and shelter.   
 
POLICY  
 
2.1 All HWLA clients will be provided with an initial appointment for 

specialty mental health services within thirty (30) business days 
of the DHS request. 

 
2.2 All HWLA referrals from DHS providers for specialty mental health 

services must be accompanied by a DMH-approved referral form 
(See Attachment I, Department of Mental Health Referral). 
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2.3 DMH and DHS have agreed to facilitate and track all HWLA 

referrals for specialty mental health services in the manner  
described in Policy # XX, Coordination of HWLA Referrals for DMH 
Specialty Mental Health Services.    
 

2.4 DHS will ensure that HWLA enrollees are given the 24-hour DMH 
Access Line (800-854-7771) for enrollees wishing to self-refer 
directly to DMH for a specialty mental health services provider in 
their area. 

 
PROCESS  
 
3.1 DHS providers will complete the Department of Mental Health 

Referral form.     
3.1.1 Whenever possible, copies of a recently administered 

screening tool, e.g. Patient Health Questionnaire (PHQ) 2, 4, 
or 9  (Attachments II, III, and IV) should accompany the DHS 
referral to DMH; and 

3.1.2   Verify the client is currently enrolled in HWLA.   
 

3.2 Upon completion of referral form, DHS providers are to promptly 
notify the HWLA Care Coordinator at their facility that a referral for 
specialty mental health services has been completed.    

 
3.3 Upon receipt of the referral, HWLA Care Coordinators are to:  
 3.3.1 Fax the referral and any accompanying documents to the 

DMH Service Area Navigator within three (3) business days of 
receipt of referral.   
3.3.2 A DMH Service Area directory (Attachment V) will be 

provided to DHS administration for distribution to DHS 
providers.  
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3.4 The DMH SA Navigator, upon receipt of the Department of Mental 

Health Referral form, will notify the HWLA client within three  (3) 
business days to provide them with the contact information of  
the DMH provider to which they are being referred and the 
appointment date.   

 
 
ATTACHMENTS 
 
Attachment I  Department of Mental Health Referral Form 
 
Attachment II  Patient Health Questionnaire (PHQ) 2 
 
Attachment III  Patient Health Questionnaire (PHQ) 4 
 
Attachment IV Patient Health Questionnaire (PHQ) 9 
 
Attachment V DMH list of SA Navigation Teams and Contact Information 
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DEPARTMENT OF MENTAL HEALTH REFERRAL
FROM DEPARTMENT OF HEALTH SERVICES

DHS Form No: Pending Revised 1/3/12
Original Copy – Filed in Medical Record

PATIENT INFORMATION

PROGRAM:
 SPD  HWLA - ID#:  Other: _____________

Name: DOB:

Address: Phone Number:

Preferred Language:

Special Needs (Wheelchair, Translator, Hearing, Sight):

Medical Diagnosis(es): __________________________________________________________________________________

Psychiatric Diagnosis(es) (if known): _______________________________________________________________________

Name of Screening Tool
(Indicate which screening tool used and attach to Referral Form) Score (if previously administered) Date of Administration

 PHQ 2  PHQ 4  PHQ 9

 Other:

Current Medication(s) (if available, attach print out of current medications): __________________________________________________

Date Primary Care Provider discussed referral with Patient: _______________________________

Reason for Referral to Mental Health:
 Depression symptoms but not suicidal, homicidal, or gravely disabled

(“Gravely Disabled” – unable to provide for his or her basic needs for food, clothing or shelter due to a mental disorder)

 Anxiety symptoms
 Social stressors
 Mood symptoms related to medical diagnosis(es)
 Other (please explain below)

Referring Provider Information Name of Referring Clinic:
Print Name & Title of Referring Provider:

Signature: Date: Time:
Medical Home Team Member Name & Title:

Contact Number: Fax Number:

DMH USE ONLY

Name: IS#:

Agency: Provider #:

This confidential information is provided to you in accord with State and Federal laws and regulations
including but not limited to applicable Welfare and Institutions code, Civil Code and HIPAA Privacy
Standards. Duplication of this information for further disclosure is prohibited without prior written
authorization of the client/authorized representative to whom it pertains unless otherwise permitted by
law.

DHS USE ONLY

DHS Referring Provider:

 Patient previously presented by “warm hand-off” to on-site
DMH staff (Co-Location) on __________________ (date).

Patient Identification



DEPARTMENT OF MENTAL HEALTH REFERRAL FORM
from HEALTHCARE PROVIDERS

Purpose: This form is for the use of Primary Care Providers (PCP) when making
referrals of non-emergency clients to the Department of Mental Health.

Completion Instructions: It is important that all information requested on the form be
completed.

INSTRUCTIONS BELOW FOR DMH USE ONLY

Filing Procedures:

File as follows:

 Existing or New Client DMH Record within Provider – File
chronologically in Section 2 Correspondence of the Clinical Record.

 Non-eligible Referrals – Maintain a manila folder labeled DMH
Referrals/Responses that is in a locked area of the Record Room.
File alphabetically by last name and staple to Response. Maintain for
a period of seven (7) years from the initial referral date.





Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant 
from Pfizer Inc.  No permission required to reproduce, translate, display or distribute 

 
 

PHQ-4 
  Over the last 2 weeks, how often have you  
  been bothered by the following problems? 

  (Use “✔” to indicate your answer) 

Not  
at all 

Several 
days 

More than 
half the 

days 

Nearly 
every day

        1.  Feeling nervous, anxious or on edge 0 1 2 3 

        2.  Not being able to stop or control worrying 0 1 2 3 

        3.  Little interest or pleasure in doing things 0 1 2 3 

        4.  Feeling down, depressed, or hopeless 0 1 2 3 

 
                                (For office coding: Total Score T____  =   ____    +   ____    +    ____ ) 



P A T I E N T  H E A L T H  Q U E S T I O N N A I R E - 9   
( P H Q - 9 )  

Over the last 2 weeks, how often have you been bothered 
by any of the following problems? 
(Use “✔” to indicate your answer) Not at all 

Several 
days 

More 
than half 
the days 

Nearly 
every 
day 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or 
have let yourself or your family down 0 1 2 3 

7. Trouble concentrating on things, such as reading the 
newspaper or watching television 0 1 2 3 

8. Moving or speaking so slowly that other people could have 
noticed?  Or the opposite — being so fidgety or restless 
that you have been moving around a lot more than usual 

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting 
yourself in some way 0 1 2 3 

                                                                                                              FOR OFFICE CODING     0      + ______  +  ______  +  ______ 

=Total Score:  ______ 

 
     

If you checked off any problems, how difficult have these problems made it for you to do your 
work, take care of things at home, or get along with other people? 

Not difficult  
at all 

 

Somewhat  
difficult 

 

Very  
difficult 

 

Extremely  
difficult 

 
 
 
 
 

 
 
 
 
 

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from 
Pfizer Inc.  No permission required to reproduce, translate, display or distribute. 

 
     



DEPARTMENT OF MENTAL HEALTH

Specialty Mental Health Services for                                           
Healthy Way LA (HWLA) Enrollees

6/27/2011

Listing of the HWLA Service Area (SA) Navigation Team Leaders for DMH

Service 
Area Team Leader Name Contact Phone 

Number Address Fax Number E-Mail

1 Miesha Worthey (661) 223-3843 2323 A East Palmdale Blvd.
Palmdale, CA  93550 (661) 575-9005 MWorthey@dmh.lacounty.gov

2 Darrell Scholte (818) 610-6744 6800 Owensmouth Ave.,  #160 
Canoga Park,  CA 91303 (818) 348-8977 DScholte@dmh.lacounty.gov

3 Eugene Marquez (626) 471-6545 301 E Foothill Blvd.
 Arcadia, CA 91006 (626) 471-3573 EMarquez@dmh.lacounty.gov

4 Christie Hubbard (323) 671-2638 5000  W. Sunset Blvd., Suite 600
Los Angeles, CA 90027 (323) 913-9456 CHubbard@dmh.lacounty.gov

5 Joseph "Sandy" Mills (310) 482-6619 11303 W. Washington Blvd., Suite 200
Los Angeles, CA 90066 (310) 313-3096 JMills@dmh.lacounty.gov

6 Margarita Cabrera (323) 290-5829 3751 Stocker Street
 Los Angeles, CA 90008 (323) 290-3240 MCabrera@dmh.lacounty.gov

7 Terelui "Tere" Antoni (213) 351-5089 550 S. Vermont, 3rd Floor
Los Angeles, CA 90020 (213) 380 -2971 TAntoni@dmh.lacounty.gov

8 Alicia “Lisa” Powell (562) 435-2297 100 W. Oceangate, Suite 550
Long Beach, CA 90802 (562) 432-0612 APowell@dmh.lacounty.gov

mailto:DScholte@dmh.lacounty.gov
mailto:EMarquez@dmh.lacounty.gov
mailto:CHubbard@dmh.lacounty.gov
mailto:JMills@dmh.lacounty.gov
mailto:MCabrera@dmh.lacounty.gov
mailto:TAntoni@dmh.lacounty.gov
mailto:APowell@dmh.lacounty.gov
mailto:MWorthey@dmh.lacounty.gov
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PURPOSE 
 
1.1 To describe the process used by Department of Mental Health (DMH) 

providers to facilitate referral responses of non-emergency clients to 
Department of Health Services (DHS) providers.  

 
DEFINITIONS 
 
DHS Provider:   A DHS provider, for the purpose of this policy, refers to a DHS 
physician, nurse practitioner, or physician assistant working in a DHS facility, 
directly-operated, or contracted hospital or ambulatory care clinic, or who works 
in a DHS outpatient setting where there are no DMH co-located staff on 
premises.   
 
Non-emergency: A non-emergency refers to a routine psychiatric referral in 
which the patient does not pose an imminent risk of suicide, homicide, or is 
gravely disabled due to a mental illness, and therefore, unable to care for their 
basic needs such as food, clothing, and shelter.   
 
POLICY  
 
2.1 All DMH providers that have evaluated a HWLA enrollee are required to 

provide a response back to the DHS referring provider using the 
Department of Mental Health Referral Response for HWLA Enrollee form 
#XX 

 
PROCESS  
 
3.1 DMH providers will complete the Department of Mental Health Referral 

Response for HWLA Enrollee form. 
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3.1.1 Following completion of the initial evaluation, DMH providers shall 

complete a Department of Mental Health Referral Response for 
HWLA Enrollees form (Attachment I).  The original Referral 
Response form shall be given to the DHS provider while a copy of 
the form is retained in the DMH Clinical Record.    

3.1.2 The Referral Response form shall be completed and returned to the 
DHS provider as promptly as possible following DMH initiating 
services with the referred individual.  
3.1.2.1 In addition to providing a response to the DHS provider 

following the first visit, updates will be provided to the 
DHS provider whenever clinically significant changes 
occur using the Referral Response for HWLA Enrollee 
form (Attachment I). 

3.1.2.2 Upon discharge of the client from mental health services, 
a DMH Discharge Summary form, MH 517 (Attachment 
II), will be sent to the DHS referring provider.   

3.1.3 In cases where the referred individual declines DMH services, is 
inappropriate for specialty mental health services, or when DMH is 
unable to contact the enrollee, a Referral Response form containing 
this information shall be provided as promptly as possible following 
such determination.   

 
 
Attachment I:  Department of Mental Health Referral Response for Healthy 

Way L.A. (HWLA) Enrollees  

Attachment II: DMH Discharge Summary form, MH 517 
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MH-649B PCP
Revised 5/17/11 DEPARTMENT OF MENTAL HEALTH REFERRAL RESPONSE

For a Healthy Way L.A. Referral, provide the HWLA ID#:

Client Information MRUN: ____________________________

Name: _______________________________________________________________ DOB: ____________________

Address: _______________________________________________________ Phone Number: ____________________

Referring Physician and Care Coordinator Information

Referring Physician: ________________________________________________________________________________

Name of Clinic: ____________________________________________________________________________________

Care Coordinator Name & Title: _______________________________________________________________________

Phone Number:_____________________________ Fax Number:_______________________________

DMH Disposition
Individual accepted for services
Individual declined DMH services
Unable to contact individual

DMH services not indicated (If selecting this box, please be sure to
include in General Findings the reason DMH services are not
indicated at this time, along with any recommended linkage
information.)

General Findings (include additional areas of identified need):

Mental Health Diagnosis(es):

Psychotropic medications prescribed by DMH:

Treatment Plan Overview (include planned treatment interventions; if barriers or complications are a focus of concern
include below):

Service Area Navigator Information

DMH SA Navigator: _________________________________________________________________________________

Phone Number: ______________________ Fax Number:_____________________________________

Responding Provider Information

Print Name & Title of Responding Provider: ______________________________________________________________

Signature: ________________________________________________ Date: _______________ Time: ______________

Name of DMH Clinic:_________________________________________________Telephone #:______________________

This confidential information is provided to you in accord with State and Federal
laws and regulations including but not limited to applicable Welfare and Institutions
code, Civil Code and HIPAA Privacy Standards. Duplication of this information for
further disclosure is prohibited without prior written authorization of the
client/authorized representative to whom it pertains unless otherwise permitted by
law. Destruction of this information is required after the stated purpose of the
original request is fulfilled.

Name: IS#:

Agency: Provider #:

Los Angeles County – Department of Mental Health

DMH REFERRAL RESPONSE FORM to HEALTHCARE PROVIDERS
Original Copy – To Agency Initiating Referral
NCR Copy – Retained by DMH Program



DEPARTMENT OF MENTAL HEALTH REFERRAL
RESPONSE FORM to HEALTHCARE PROVIDERS

Purpose: This form is for the use of DMH Staff when responding to referrals of
non-emergency clients by Primary Care Providers (PCP).

Completion Instructions: It is important that all information requested on the form be
completed.

INSTRUCTIONS BELOW FOR DMH USE ONLY

Filing Procedures:

File as follows:

 Existing or New Client DMH Record within Provider – File
chronologically in Section 2 Correspondence of the Clinical Record.

 Non-eligible Referrals – Maintain a manila folder labeled DMH
Referrals/Responses that is in a locked area of the Record Room.
File alphabetically by last name and staple to Response. Maintain for
a period of seven (7) years from the initial referral date.
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MHIP – Clinical 
Consultation 

with Psychiatrist  
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DISTRIBUTION 
LEVELS 

 
CPs and LEs 

 
PURPOSE  To provide direction and information surrounding clinical 

consultation with a psychiatrist for clients being treated 
under the Mental Health Integration Program (MHIP) model 
by Primary Care Providers (PCP).    

  
DEFINITION PCP, for the purpose of this policy, may be physicians, nurse 

practitioners or physician assistants.  
 
POLICY Clinical consultation with the MHIP team psychiatrist may be 

provided to the PCP in situations where the client has been 
non-responsive to treatment.  Situations prompting such 
requests may be one or more of the following:   

 
1. PCP is prescribing psychotropic medications, usually 

anti-depressant or anxiolytic medications, and the client 
has not had an improvement in symptoms within the 
anticipated time frame. 

2. PCP recognizes the need to prescribe psychotropic 
medications but is uncertain regarding the best choice of 
medications for the particular symptom profile associated 
with a client.   

3. Client symptoms are not improving or are worsening 
based on session-by-session scores on the screening 
tools (PHQ-9 or GAD-7 or PCL-PC).  

4. Client is reporting acute distress or disorganization 
consistent with serious risk factors, such as suicidality, 
homocidality or grave disability.    

     
Psychiatric consultation by the MHIP team psychiatrist with a 
client is directly reimbursable and will be counted as one 
session toward the maximum number of allowed sessions 
for those clients receiving MHIP services.   
 

PROCEDURES The PCP or the Care Manager may request that the MHIP 
Team psychiatrist conduct a face-to-face consultation with 
client.    
 
The mechanism for arranging consultation will be based 
upon specific processes determined by the MHIP team.  
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DRAFT 
 

GUIDELINES FOR REFERRALS TO SPECIALIZED LANGUAGE PROVIDERS 
AND PROVIDERS OF SERVICES TO OLDER ADULTS 

 
PURPOSE 
 
To provide guidelines for referrals to HWLA specialized language providers and 
providers of services to older adults. 
 
GUIDELINES 
 
1.1 Primary care providers that identify a need for mental health services to be 

delivered in a client’s primary language or language of choice or by providers 
with expertise in the delivery of services to older adults should note this 
preference on their HWLA mental health referral form.   

 
1.2 Service Area navigators will review HWLA mental health referral forms to 

determine whether clients referred have a need for mental health services to 
be provided in specific languages or by providers with expertise in delivery of 
services to older adults. 

 
1.3 Service Area navigators will link HWLA mental health clients with those 

linguistically-appropriate or age-specific providers in closest proximity to the 
clients’ homes.  Such providers may be drawn from the list of specialty 
providers (see attached) that may be independent of the pairing of primary 
health care agencies with DMH legal entity or directly operated programs.  

 
1.4 Should HWLA mental health clients require American Sign Language 

interpreters, mental health providers will utilize the existing countywide 
agreement for the provision of ASL translation services.  
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PURPOSE 
 
1.1 To define the process by which referrals from the Department of 

Health Services (DHS) to the Department of Mental Health (DMH) 
for Healthy Way LA (HWLA) enrollees requiring DMH specialty 
mental health services will be coordinated. 

 
DEFINITIONS 
 
HWLA Care Coordinator:  HWLA Care Coordinators are defined as 
individuals who can provide the full range of care coordination for individuals 
requiring linkage to necessary services including specialty mental health services 
to ensure access and continuity of care. 
 
DMH Service Area (SA) Navigator: DMH SA Navigators are defined as 
individuals who can assist HWLA enrollees in accessing mental health services.  
Further, DMH SA Navigators facilitate linkage and communication with 
community-based organizations and providers to strengthen the array and quality 
of available services. 
 
POLICY  
 
2.1 In order to ensure that referrals are provided to specialty mental 

health services in a timely manner, DMH and DHS agree to 
coordinate the tracking of referrals.   

 
2.2 DMH and DHS have designated key staff members to assume 

responsibility for the communication and coordination of referrals 
for specialty mental health services. 
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2.3 All HWLA clients will be provided with an initial appointment for 

specialty mental health services within thirty (30) business days 
of the DHS request.   

 
PROCEDURE 
 
3.1 The HWLA referral process and tracking of the HWLA referrals will 

be coordinated through the DMH Service Area Navigator and the 
HWLA Care Coordinator.  Their respective roles and 
responsibilities are outlined below. 

  
3.2 Role and Responsibilities of the DMH Service Area Navigator:  

3.2.1 Receive the referral form from the HWLA Care Coordinator: 
3.2.1.1 If the information contained on the Department of 

Mental Health Referral form is either incomplete or 
inaccurate then both the DMH SA Navigator and 
the HWLA Care Coordinator will take steps to 
resolve the matter so that the HWLA referral may 
be completed.  In situations where the DMH SA 
Navigator is unable to resolve referral issues then 
they will consult with their Service Area District 
Chief or designee.   

3.2.1.1.1 Any unresolved issues that prevent 
completion of the referral may be handled 
through an appeal and dispute resolution 
process as outlined in Policy # XX.  

3.2.2 Identify an appropriate mental health provider either within 
the immediate service area or another service area in close 
proximity to the member’s residence; 

3.2.3 Contact the identified provider within three (3) business 
days of receiving the referral from the HWLA Care 
Coordinator; 

3.2.4 Complete and maintain the tracking tool (Attachment I); 
3.2.5 Facilitate weekly contacts with the HWLA Care 

Coordinator(s) to reconcile the referral list; 
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3.2.6 Facilitate weekly contacts with the HWLA Care 

Coordinator(s) to reconcile the DMH Response to Primary 
Care Provider forms; 

3.2.7 Identify any system issues that interfere with the referral 
process; 

3.2.8 Report any issues to their supervisor that require direction 
from management; and  

3.2.9 Provide weekly reports on the initial scheduled appointment 
dates for each HWLA referral to the HWLA Care 
Coordinator. 

 
3.3 Role and Responsibilities of the HWLA Care Coordinator: 

3.3.1 Provide a copy of the referral form and the completed 
Patient Health Questionnaire (PHQ) 4 or PHQ 9 form used 
to assess the individual to the DMH Service Area Navigator  
within three (3) business days of receipt of the referral from 
the DHS Provider; 
3.3.1.1 If the information contained on the Department of 

Mental Health Referral form is either incomplete or 
inaccurate then both the DMH SA Navigator and 
the HWLA Care Coordinator will take steps to 
resolve the matter so that the HWLA referral may 
be completed.  In situations where the HWLA Care 
Coordinator is unable to resolve referral issues 
then they will consult with their Service Area 
District Chief or designee. 

3.3.1.1.1 Any unresolved issues that prevent 
completion of the referral may be handled 
through an appeal and dispute resolution 
process as outlined in Policy # XX 

3.3.2 Participate in weekly scheduled contacts with the DMH 
Service Area Navigator to reconcile the referral list; 

3.3.3 Participate in weekly scheduled contacts with the DMH 
Service Area Navigator to reconcile the DMH Response to 
PCP forms; 

3.3.4 Identify any system issues that interfere with the referral 
process; and  
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3.3.5 Report to their supervisor any issues that require direction 

from management. 
 
3.4 Establish a Tracking Tool for Referrals to DMH (Attachment I).  The 

DMH Service Area Navigator and HWLA Care Coordinator will 
maintain a log of all referrals that include at a minimum: 
3.4.1 Date of referral from DHS staff to HWLA Care Coordinator. 

[Must be completed within one (1) business day];  
3.4.2 Date of referral from HWLA Care Coordinator to DMH 

Service Area Navigator.  [Must be completed within three (3) 
business days from the initial date of referral]; 

3.4.3 Date of referral from DMH Service Area Navigator to mental 
health provider. [Must be completed within three (3) 
business days]; 

3.4.4 Name of mental health provider receiving referral; 
3.4.5 Date of mental health appointment.  Specialty care access 

must be provided within thirty (30) business days of 
request of DHS Provider; 

3.4.6 Date DMH forwarded completed copy of DMH Response to 
Primary Care Provider Form. 
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Financially Screening Your 
HWLA Clients from DMH

A Brief Overview of the 
UMDAP Process



06/10/2011Financial Screening for PPPs 2

Overview of Presentation

• What is financial screening and UMDAP?
• Why do we have to do it?
• Ok, now that we know why we have to do 

it, how do we financially screen a client 
about to receive DMH services?

Introduction to the PFI form

• What do we do if a client has an annual 
liability and loses their HWLA coverage?
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Financial Screening & UMDAP

What is Financial Screening?
• Financial screening is the evaluation of 

Who can pay for the services rendered
ÙClient or responsible party
ÙThird party payers such as insurance or Medi-Cal

How much the client can contribute to 
paying for services
Whether a client can access or qualifies for 
benefits
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Financial Screening & UMDAP

What is UMDAP?
• The Uniform Method of Determining 

Ability to Pay (UMDAP) is the process of 
determining how much a client is 
responsible to pay for services.

• Based on a sliding fee scale after 
evaluation of the client’s 

Income and assets
Allowable expenses
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Financial Screening & UMDAP

What is UMDAP?  (continued)
• With UMDAP, the annual charge period is 

one year.
• The UMDAP annual liability amount is 

valid for one year.
Clients cannot be charged until they have become 
obligated to pay for services they have received.
Can be adjusted up or down if the client’s financial 
circumstances change.
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The Importance of 
Financial Screening & UMDAP

Why is financial screening & UMDAP 
required? 

• The UMDAP annual charge period and liability 
amount apply throughout California.

Ensures that clients are not accidently charged more 
than they can afford to pay as determined by the 
State’s sliding fee scale. 

• State regulations (Welfare and Institutions 
Code Section 5872) requires providers to 
collect from all applicable public and 
private payers.

This impacts all DMH funding
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Overview of the Payer Financial 
Information Form (PFI)

• The Payer Financial Information (PFI) 
form has four sections

ÙClient information
ÙThird party payer information (including 

payer references)
ÙUMDAP Liability Determination
ÙOther (current UMDAP status, treatment 

information and signatures)
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Overview of the Payer Financial 
Information Form (PFI)

Client Information (lines 1 & 2)
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Overview of the Payer Financial 
Information Form (PFI)

Third Party Payer Information (lines 3-18)
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Overview of the Payer Financial 
Information Form (PFI)

UMDAP Liability Determination (lines 19-23)
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Overview of the Payer Financial 
Information Form (PFI)

Other (lines 24-27)
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Loss of HWLA Coverage

• If your client becomes unenrolled from 
HWLA or needs annual re-enrollment

Confirm the client’s eligibility by verifying 
ÙIncome at or below 133% of the Federal Poverty 

Level (FPL)
ÙContinued residency in Los Angeles County.

Refer client to DHS for re-enrollment.
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Contacting RMD

RMD Hotline:  (213) 480-3444

or e-mail

RevenueManagement@dmh.lacounty.gov

RMD Fax:  (213) 252-8880 or(213) 252-8879

mailto:RevenueManagement@dmh.lacounty.gov


CLIENT INFORMATION

LOS ANGELES COUNTY
DEPARTMENT OF MENTAL HEALTH

PAYER FINANCIAL INFORMATION
CONFIDENTIAL CLIENT INFORMATION

See W & I Code, Section 5328

1
CLIENT NAME SS # DMH CLIENT ID #

2
MAIDEN NAME DOB MARITAL STATUS

M S D W SP

SPOUSE NAME

THIRD PARTY INFORMATION
3 NO THIRD PARTY PAYER 

MEDI-CAL PENDING  YES  NO
4

MEDI-CAL

 YES  NO

MEDI-CAL COUNTY CODE /AID CODE/ CIN #

REFERRED FOR ELIGIBILITY ASSESSMENT  YES NO

DATE REFERRED

5
SHARE OF COST

 YES  NO
SOC AMT

$
SSI PENDING

 YES  NO

SSI APPLICATION DATE IF MEDI-CAL/SSI ELIGIBLE BUT NOT REFERRED, STATE REASON

6
CALWORKS

 YES  NO

GROW

 YES  NO

HEALTHY FAMILIES

 YES  NO

HEALTHY FAMILIES CIN # AB3632

 YES  NO

AB3632 CONSENT FORM SIGNED

 YES  NO

7 MEDICARE

 YES  NO

MEDICARE # LIFETIME AUTHORIZATION

SIGNED  YES  NO
MEDI-GAP

 YES  NO

VET/ADM

 YES  NO

CHAMPUS

 YES  NO

HEALTHY WAY LA

 YES  NO

HWLA MEMBER #

8
HMO/PPO

 YES  NO

NAME OF CARRIER GROUP/POLICY/ID # NAME OF INSURED

9 CARRIER ADDRESS ASSIGNMENT/RELEASE OF INFORMATION

OBTAINED  YES  NO

PAYER REFERENCES (CLIENT OR RESPONSIBLE PERSON)

10
NAME OF PAYER RELATION TO CLIENT DOB MARITAL STATUS

M S D W SP

PAYER CDL/CAL ID

11
ADDRESS CITY STATE ZIP CODE TEL #

12
SOURCE OF INCOME:  SALARY  SELF EMPLOYED  UNEMPLOYMENT INSURANCE  DISABILITY INSURANCE

 SSI  GR  VA  Other Public Assistance  IN-KIND  UNKNOWN  OTHER: ___________________

PAYER SS #

13
EMPLOYER POSITION IF NOT EMPLOYED, DATE LAST WORKED

14
EMPLOYER’S ADDRESS (Include City, State & Zip Code) TEL #

15
SPOUSE ADDRESS (Include City, State & Zip Code) SPOUSE’S SS #

16
SPOUSE’S EMPLOYER POSITION IF NOT EMPLOYED, DATE LAST WORKED

17
SPOUSE’S EMPLOYER’S ADDRESS (Include City, State & Zip Code) TEL #

18
NEAREST RELATIVE/RELATIONSHIP ADDRESS (Include City, State & Zip Code) TEL #

UMDAP LIABILITY DETERMINATION

19 LIQUID ASSETS 20 ALLOWABLE EXPENSES 21 ADJUSTED MONTHLY INCOME

Savings

Checking Accounts

IRA, CD, Market value of
stocks, bonds and mutual
funds

TOTAL LIQUID ASSETS

Less Asset Allowance

Net Asset Valuation

Monthly Asset Valuation
(Divide Net Asset by 12)

$______________

$______________

$______________

$______________

$______________

$______________

$______________

Court ordered obligations
paid monthly

Monthly child care
payments (necessary for
employment)

Monthly dependent support
payments

Monthly medical expense
payments

Monthly mandated
deductions from gross
income for retirement
plans. (Do not include
Social Security)

Total Allowable Expenses

$______________

$______________

$______________

$______________

$______________

$______________

Gross Monthly Family Income

Self/Payer

Spouse

Other

TOTAL HOUSEHOLD INCOME

TOTAL FROM BOX 19

SUBTOTAL

LESS TOTAL FROM BOX 20

Adjusted Monthly Income

$______________

$______________

$______________

$______________

$______________+

$______________

$______________-

$______________

VERIFICATION OBTAINED  YES  NO VERIFICATION OBTAINED  YES  NO VERIFICATION OBTAINED  YES  NO

22

Number Dependent on Adjusted
Monthly Income (Client included) ANNUAL LIABILITY ANNUAL CHARGE PERIOD

FROM TO

Payment Plan $___________________

per month for 1 2 3 4 5 6 months.

23
PROVIDER OF FINANCIAL INFORMATION Name and Address (If Other Than Patient or Responsible Person)

OTHER
FROM TO24 PRIOR MENTAL HEALTH TREATMENT DURING THE CURRENT ANNUAL CHARGE PERIOD

 YES  NO WHERE:

PRESENT ANNUAL LIABILITY BALANCE

ANNUAL LIABILITY ADJUSTED BY DATE

25
ANNUAL LIABILITY ADJUSTMENT APPROVED BY DATE

REASON ADJUSTED

26
An explanation of the UMDAP liability was provided.
SIGNATURE OF INTERVIEWER

PROVIDER NAME AND NUMBER

27
I affirm that the statements made herein are true and correct to the best of my knowledge and I agree to the payment plan as stated on line 22
SIGNATURE OF CLIENT
OR RESPONSIBLE PERSON DATE
MH 281 Rev. 02/11/2011
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LOS ANGELES COUNTY – DEPARTMENT OF MENTAL HEALTH 
REVENUE MANAGEMENT DIVISION 

 
Legal Entity Contract Provider 

Healthy Way LA (HWLA) New Enrollment Protocol 
 

OVERVIEW:   

1) Clinic staff completes a screening with client to review HWLA eligibility 
criteria.    

 
2) If the client meets HWLA eligibility criteria, clinic staff will assist client obtain 

required original documentation.  
• Proof of Citizenship/Legal Residency  
• Proof of Los Angeles County Residency 
• Proof of income 
• Payor Financial Information (PFI) form 
• HWLA Application 

 
3) Clients have 14 days to produce required documentation. However, if they 

appear to be make a good faith effort to provide the needed documentation, 
clinic staff will continue to work with the client to obtain the necessary 
documentation.  If the client does not appear to be cooperating, the client will 
be deemed ineligible for HWLA.  

 
4) Clinic staff will mail completed application package to a DHS Enrollment 

Center with copies of original documentation and an attestation that clinic 
staff has reviewed the original documentation.  Location of DHS Enrollment 
Centers will be available at a later date.  

 
PROCESS 

1)  The following are the primary eligibility criteria: 
• Age 19-64 
• Income: Federal Poverty Level guideline – 133% or less. 
• Los Angeles County Resident 
• US Citizen/Legal Permanent Resident for 5 years 

2) Additional DMH-related eligibility requirements are: 
• Within the last 150 days, has the client been seen at a DMH directly 

operated or contracted clinic for treatment related to a medically 
necessary mental health condition? 
   OR 

• Within the last 12 months, has the client had two or more visits to a Los 
Angeles County DMH directly operated or contracted clinic?   
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3)  Clinic staff will verify that the patient meets the eligibility criteria:   

• Age: 19-64.   

- Review all documents to ensure that they all indicate the same date 

of birth, and that the client is age 19-64.  

• Income: Federal Poverty Level guideline – 133% or less. 

- Review existing Payer Financial Information (PFI) form in clinic chart. 

- Obtain income documentation (see HWLA Pre-Screening Checklist for 

list of acceptable documents), and verify that it reflects the 

information contained in the PFI.  If the information does not match, 

update the PFI.  Use the Federal Poverty Level Chart (contained in 

Pre-Screening Packet) to verify the client is within income guidelines.             

• LA County Resident 

- Obtain identity documentation (see HWLA Pre-Screening Checklist for 

list of acceptable documents).  If a client does not have identity 

documentation, clients must provide citizenship/legal residency 

documentation in order to obtain a driver’s license or ID card.  If a 

client does not have citizenship/legal residency documentation, see 

the document in the Pre-Screening Packet titled HWLA Guidelines for 

Obtaining Proof of Citizenship/Permanent Residency and Los Angeles 

County Residency.   

• US Citizen/Legal Permanent Resident for 5 years 

- For clients born in California or another state, clinic staff to assist 

client in obtaining US Citizenship/Legal Permanent Residency 

documents.  Please refer to ‘Legal Entity Contract Provider HWLA 

Guidelines for Obtaining Proof of Citizenship/Permanent Residency 

and Los Angeles County Residency.’  

 

- If unable to obtain a birth certificate, review the list of acceptable 

citizenship documents to determine what other type of 

documentation could be obtained.     
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4)   When all required documentation has been obtained, clinic staff will review 

documentation, complete and sign the HWLA Pre-Screening Checklist 

(contained in Pre-Screening Packet).   

 

5)    Clinic staff will photocopy all original documents required for enrollment and 

include  the original HWLA application and original attestation in one complete 

package and mail to the DHS Enrollment Center.  Locations of DHS Enrollment 

Centers will be available at a later date. 



 

LE Contract Provider HWLA Eligibility Checklist Page 1 of 2 6/27/11 

LOS ANGELES COUNTY – DEPARTMENT OF MENTAL HEALTH 
REVENUE MANAGEMENT DIVISION 

 
LEGAL ENTITY CONTRACT PROVIDER 
HWLA PRE-SCREENING CHECKLIST* 

 
*If client is an existing HWLA client, there is no need to complete this form. 

 
 
Client Name _______________________________     DMH # ____________________________ 
 
Social Security Number ______________________     Date of Birth ______________________ 
 

 
Please check the appropriate answer to the following Healthy Way LA (HWLA) pre-screening 
questions.   
 
If the answer is “No” to any question numbered 1-4, STOP IMMEDIATELY.  Please inform the client 
he/she does not qualify for HWLA. 
  
1.  Is the client between 19 and 64 years old?      Yes    No 

Review the current Payor Financial Information (PFI) form.  Confirm that the client’s income is as 
stated on the PFI.  If not, update the PFI, then refer to the attached Federal Poverty Level table to 
determine financial eligibility.  
 
2.  Is the client’s income at or below 133% of the Federal Poverty Level?  Yes    No 

3.  Is the client a Los Angeles County resident?       Yes    No 

4.  Has the client been a U.S. citizen or legal permanent resident  
the last 5+ years?          Yes    No 

 
IF THE ANSWER IS “YES” TO ALL OF THE ABOVE QUESTIONS, PLEASE CONTINUE. 
 
5.  Within the last 150 days, has the client been seen at a DMH directly 

operated or contracted clinic for treatment related to a medically 
necessary mental health condition?      Yes    No  

 
6.  Within the last 12 months, has the client had two or more visits to a   

DMH directly operated or contracted clinic?       Yes    No 
 

 
If the answer to either Question #5 or Question #6 is “Yes,” please continue by asking the client to 

complete a Healthy Way LA application.   Next, obtain the documents listed on the reverse side of 

this form to verify U.S. citizenship or legal permanent residency, Los Angeles County residency, 

and income.   

 

Complete the reverse side of this form ONLY after all documents have been obtained.   
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HWLA PRE-SCREENING DOCUMENT CHECKLIST 
 
Check one box from each section below indicating which document the client will use to 
verify U.S. citizenship/legal permanent residency, county residency, and income:  
 
Section A: U.S. Citizenship/Legal Permanent Residency for 5+ years 

  U.S. Passport issued without limitation (expired ones are acceptable)   
  Certificate of Naturalization (N-550 or N-570)      
  Certificate of U.S. Citizenship (N-560 or N-561) 
  U.S. Birth Certificate/Abstract/Application for copy through RMD 
  Permanent Resident Card (Green Card) 
  Verification from the attached list of acceptable documents (please specify):  

 
_________________________________________________________________________________ 
 
Section B: Los Angeles County residency  

  California Driver License or Identification Card  
  School Identification Card with a photograph 
  General Relief Identification Card   
  United States Military card (with place of birth listed) 
  Utility bill or phone bill (within last 30 days) 

 
Section C: Income  

  Work paycheck stub (at least 2 recent stubs) 
  Spousal proof of income (acceptable if it is the only source of income) 
  Current business records (for self-employed person) 
  Most recent tax return  
  Award letter/Notice of Action letter (within last 90 days) 
  Signed statement from employer 
  In-kind Verification 
  Affidavit (for self-employed person) 

 
FINAL HWLA PRE-SCREENING QUESTIONS 
 
Are the answers to Questions 1-4 (on previous page) all “Yes?”   Yes    No 
Is the answer to either Question 5 or 6 (on previous page) “Yes?”   Yes    No 
Have you obtained or applied for verification documentation for:    Yes    No 
       citizenship/legal residency? Yes    No  
       county residency?  Yes    No  
       income?   Yes    No  
Have you placed a copy of the documents obtained in the chart?   Yes    No 
 
Did the client sign the Healthy Way LA application?     Yes    No 
 
Have you completed and signed the Attestation form?     Yes    No 
 
     
 

IF THE ANSWERS TO THE FINAL HWLA PRE-SCREENING QUESTIONS ARE “YES,” FORWARD 
THE ENROLLMENT DOCUMENTS TO THE NEAREST DHS ENROLLMENT CENTER. 

   



COUNTY OF LOS ANGELES  REVENUE MANAGEMENT DIVISION 
DEPARTMENT OF MENTAL HEALTH  RMD 

 
HWLA ENROLLMENT ATTESTATION  

REVIEW OF ORIGINAL CLIENT DOCUMENTATION 
 
Check one box from each section below indicating which document the client has used to 
verify U.S. citizenship/legal permanent residency, county residency, and income:  
 
Section A: U.S. Citizenship/Legal Permanent Residency for 5+ years 

  U.S. Passport issued without limitation (expired ones are acceptable)   
  Certificate of Naturalization (N-550 or N-570)      
  Certificate of U.S. Citizenship (N-560 or N-561) 
  U.S. Birth Certificate/Abstract 
  Permanent Resident Card (Green Card) 
  California Birth Index 
  Other verification from the attached list of acceptable documents (please specify):  

 
_________________________________________________________________________________ 
 

Section B: Los Angeles County residency  

  California Driver License or Identification Card  
  School Identification Card with a photograph 
  General Relief Identification Card   
  United States Military card (with place of birth listed) 
  Utility bill, phone bill, or rent receipt (within the last 30 days) 

 

Section C: Income  

  Work paycheck stub (at least 2 recent stubs) 
  Spousal proof of income (acceptable if it is the only source of income) 
  Current business records (for self-employed person) 
  Most recent tax return  
  Award letter/Notice of Action letter (within last 90 days) 
  Signed statement from employer 
  In-kind Verification 
  Affidavit (for self-employed person) 

 
 

I attest that I have seen the original documents that are indicated above.  The documents 
submitted with this client’s Healthy Way LA (HWLA) application are photocopies of the original 
documentation that is required for HWLA enrollment.  I confirm that the client’s original 
documentation has been returned to the client and that the only additional copies are with the 
client’s other financial information as required by the Department of Mental Health. 

 

 
 

     

Provider #   Provider Name    
 
 

     

Staff Name (Please print)  E-mail  Phone Number  
 
 

     

Signature    Date  
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LOS ANGELES COUNTY – DEPARTMENT OF MENTAL HEALTH 
REVENUE MANAGEMENT DIVISION 

 
 

FEDERAL POVERTY LEVEL CHART PER MONTH BY FAMILY SIZE 
 
Use the client’s current Payor Financial Information (PFI) form and the chart 
below to determine if the client meets the financial criteria for Healthy Way 
LA.  Based on family size, a client’s monthly income as documented in the PFI 
must be equal to or less than the figures below. 
 

Family Size 133% Federal Poverty Level 

1 $1207 

2 $1631 

3 $2054 

4 $2478 

5 $2901 

6 $3324 

7 $3748 

8 $4171 

9 $4594 

10 $5019 

Each additional person Add $424 per person 
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LOS ANGELES COUNTY – DEPARTMENT OF MENTAL HEALTH 
REVENUE MANAGEMENT DIVISION 

 
Legal Entity Contract Provider 

Acceptable U.S. Citizenship/Legal Permanent Residency and Los Angeles 
County Residency Documents 

 
 
U.S. Citizenship and Legal Permanent Residency  
 U.S. Passport issued without limitation (expired acceptable) 
 Certificate of Naturalization (N-550 or N-570) 
 Certificate of U.S. Citizenship (N-560 or N-561) 
 U.S. Birth Certificate or Abstract (certified only, not informational) 

Certification of Report of Birth (DS-1350) 
Report of Birth Abroad of a U.S. Citizen (FS-240) 
State Department of Certification of Birth (FS-545 or DS1350) 
U.S. Citizen Identification Card (I-197 or I-175) 
American Indian Card 
Northern Marianas Card (I-183) 
Final adoption decree showing a U.S. place of birth 
Proof of adoption of a child born outside U.S. and in the legal/physical custody 

of the U.S. citizen parent (IR-3 or IR-4) 
Proof of U.S. civil service employment before June 1, 1976 
U.S. Military service record showing a U.S. place of birth 
U.S. hospital record made at the time of birth 
Life , Health, or other insurance record 
Religious record recorded in the U.S. within 3 months of birth showing U.S. 

place of birth and birth date and age 
Early school record showing a U.S. place of birth, date of admission, birth date, 

names and places of birth of parents 
Federal or State census record that shows the applicant’s age and U.S. 

citizenship or place of birth 
Seneca Indian tribal census record 
Bureau of Indian Affairs Navajo Indians tribal census record 
U.S. State Vital Statistics birth registration notification 
A delayed U.S. public birth record that was recorded more than 5 years after 

the person’s birth 
Statement signed by doctor or midwife present at birth 
Roll of Alaska Native from the Bureau of Indian Affairs 
Admission papers from a nursing or skilled care facility, or other institution 

that show a U.S. place of birth 
Medical record (NOT an immunization record) 
 

Los Angeles County Residency 
California Driver License or Identification Card  
School Identification Card with a photograph  
General Relief Identification Card   

  United States Military card (with place of birth listed) 
   Utility bill or phone bill (within last 30 days) 
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LOS ANGELES COUNTY – DEPARTMENT OF MENTAL HEALTH 
REVENUE MANAGEMENT DIVISION 

 
Legal Entity Contract Provider 

HWLA Guidelines for Obtaining Proof of Citizenship/Permanent Residency and Los 
Angeles County Residency  

 
Birth Certificate 

 If the client was born in Los Angeles County and has valid California photo 

identification, the client may go to one of the following Los Angeles County Registrar-

Recorder/County Clerk offices to request a birth certificate.  The client will be asked 

to present the identification when making the request.  The cost is $19. 

 

1028 W. Avenue J2 Lancaster (661) 945-
6446 

Hrs: 830 a.m. - 4:30 
p.m., M-F 

11701 S. La Cienega Blvd, 
6th Floor 

LAX 
Courthouse 

(310) 727-
6142 

Hrs: 8:30 a.m. - 4:30 
p.m., M-F 

4716 East Cesar Chavez 
Avenue Los Angeles (323) 260-

2991 
Hrs: 8:30 a.m. - 4:30 
p.m., M-F 

7807 S. Compton Avenue Los Angeles (323) 586-
6192 

Hrs: 8:30 a.m. - 4:30 
p.m., M-F 

12400 Imperial Highway  Norwalk (562) 462-
2137 

Hrs: 8:00 a.m. - 5:00 
p.m., M-F 

14340 West Sylvan Street Van Nuys (818) 376-
3700 

Hrs: 8:30 a.m. - 4:30 
p.m., M-F 

 

The Norwalk facility is open 8 a.m. – 7 p.m. on the third Thursday of every month. 

Same day service is available for births 1964 to present.  Births prior to 1964 will be mailed 

within approximately 20 business days. 

 

 If the client was born in Los Angeles County but does not have valid California photo 

identification, the client must complete 2 forms: 1) the Application For Birth Record 

and 2) the Certificate of Identity/Sworn Statement – Birth, Death & Public Marriage 

form.  The Certificate of Identity MUST be notarized.  The client must provide two 

witnesses who possess valid identification to present to the notary.  The notary will 

keep a record of these two witnesses.  Contract provider staff may not be one of the 

witnesses. 
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Information to be included on the application includes the following: 

 - Name given at birth 

 - City of birth 

 - Father’s name 

 - Mother’s maiden name 

- If the client has been adopted or had a legal name change, a written request must be 

submitted to State Department of Health Services, Office of Vital Records – 

M.S. 1503, PO Box 997410, Sacramento, CA 95899-7410.  See the next section 

for submitting a request to the state. 

  

 For a client born outside of Los Angeles County but in California, an Application for 

State of California Certified Copy of Birth Record and Sworn Statement must be 

completed. The Sworn Statement must be notarized.  Notary procedures/rules as 

described above apply.  The cost is $16.   

 

 For out of state birth certificates, documentation requirements vary from state to 

state, and can vary within states from county to county.  In general, gather the 

following information from the client: 

- Name as it appears on birth certificate (if adopted, use adoptive name): 

- Date of birth (MM/DD/YYYY)     

- City of birth       

- County of birth       

- State of birth       

- Name of hospital       

- Father’s name as is appears on birth certificate  

- Mother’s name is it appears on birth certificate, including maiden name 
   

 - To request information regarding required documentation for a specific state, 
contact Revenue Management at the RMD Hotline, 213-480-3444, or via e-mail 
at revenuemanagement@dmh.lacounty.gov 

 

Identification Card 

The current cost for a California Identification Card is $27.  An appointment with the DMV 

may be scheduled on-line at http://www.dmv.ca.gov/ or by calling 1-800-777-0133.  The 

client may also go to the DMV unscheduled.  The client will also be required to complete an 

identification card application (DL44), which may only be obtained at a DMV office. 

http://www.dmv.ca.gov/


 
 
 

CERTIFICATE OF IDENTITY/SWORN STATEMENT - BIRTH, DEATH & PUBLIC MARRIAGE 
In accordance with California State Law, the following identifying information is required to obtain a certified copy of Birth, 
Death or Public Marriage Certificate.  You must be one of the following to receive an authorized copy of a birth, death or 
public marriage record, individual named on certificate, parent, child, legal guardian/custodian, grandparents, grandchild, 
sibling, spouse/domestic partner, attorney for individual/estate of individual or representative of an adoption agency (birth 
only), funeral director or agent/employee (death only). 
 

This certificate must be signed in the presence of a Notary. 
 

Name(s) on Certificate Relationship 
  

  

  

 
 
I,  ,  declare under penalty of  perjury under the laws of the State of 
  (Print Name) 
California, that I am an authorized person, as defined in California Health and Safety Code Section 103526(c), and am 
eligible to receive a certified copy of the birth or death record for the individual(s) listed above. 
 
Subscribed to the  day of  20           , at    ,  . 
 (Day) (Month) (City) (State) 
 
 
  
 (Signature) 
 

CERTIFICATE OF ACKNOWLEDGEMENT 
 
STATE OF CALIFORNIA     )   
    )  ss  
County of     )   
 
On   , before me    personally appeared 
 (Insert name and title of officer here) 

 
 

DEAN C. LOGAN 
Registrar-Recorder/County Clerk 

COUNTY OF LOS ANGELES 

REGISTRAR-RECORDER/COUNTY CLERK 
P.O. BOX 489, NORWALK, CALIFORNIA 90651-0489 - www.lavote.net 
 
 “Enriching Lives”

 
______________________________________, who proved to me on the basis of satisfactory evidence, to be the person 

whose name is subscribed to the within instrument and acknowledged to me that he/she executed the same in his/her 

authorized capacity, and that by his/her signature on the instrument the person, or the entity upon behalf of which the person 

acted, executed the instrument.  

 
I certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is true and 

correct.  

 WITNESS my hand and official seal.  

 (NOTARY SEAL)  

___________________________________  
 NOTARY SIGNATURE 
 
 
 
 R1995 Rev. 3/2010 



COUNTY OF LOS ANGELES  REGISTRAR-RECORDER/COUNTY CLERK, P.O. BOX 489, NORWALK, CA 90651-0489 (562) 462-2137 
 

APPLICATION FOR BIRTH RECORD 
 
Pursuant to Health and Safety Code 103526, the following individuals are entitled to an AUTHORIZED Certified Copy 
of a birth record.  

◈  The registrant or a parent or legal guardian of the registrant  
◈  A party entitled to receive the record as a result of a court order, or an attorney or a licensed adoption 

agency seeking the birth record in order to comply with the requirements of Section 3140 or 7603 of the 
Family Code. 

◈  A member of a law enforcement agency or a representative of another governmental agency, as provided  
by law, who is conducting official business.  

◈  A child, grandparent, grandchild, sibling, spouse or domestic partner of the registrant  
◈  An attorney representing the registrant or the registrant's estate, or any person or agency empowered by 

statute or appointed by a court to act on behalf of the registrant or the registrant's estate.  
 
If applying in person the application must be signed in the presence of the cashier.  
Those who are not authorized may receive an INFORMATIONAL Certified Copy with the words  
"INFORMATIONAL, NOT A VALID DOCUMENT TO ESTABLISH IDENTITY" imprinted across the face of the 
copy. 

MAIL REQUESTS MUST BE ACCOMPANIED BY A NOTARIZED CERTIFICATE OF IDENTITY 
 

 I am requesting an AUTHORIZED copy   I am requesting an INFORMATIONAL copy 
 

AGE  LAST BIRTHDAY – EDAD CUMPLIDA NUMBER OF COPIES 

NUMERO DE COPIAS

  

                                                                        Month/Mes     Day/Dia         Year/Año 

Date of Birth – Fecha  De Nacimiento    
NAME GIVEN AT BIRTH (first, middle , last) –NOMBRE DE NACIMIENTO (primero, segundo, apellido) 

 

CITY OF BIRTH – CIUDAD DE NACIMENTO 

 

NAME OF FATHER – NOMBRE DEL PADRE 

 

MAIDEN NAME OF MOTHER – NOMBRE DE SOLTERA DE LA MADRE 

 

RELATIONSHIP TO REGISTRANT (SEE ABOVE) - PARENTESCO CON LAS PERSONA REGISTRADA (VEÁSE ARRIBA) 

 

 
I ____________________________________ certify (or declare) under penalty of perjury under the laws of 
the State of California that the foregoing is true and correct.   
 
Date ___________________________       Signature__________________________________________________ 

 

FOR RECORDER USE ONLY 
 
 
 
 
File Number 
Searched 
 
Doubled   
 
 

 
DL/ID________________________ 
 

NAME/NOMBRE 

 

STREET ADDRESS/NUMERO Y CALLE 

 

CITY /CIUDAD                                              STATE/ESTADO                                                  ZIP/ZONA POSTAL 

 

76A639B  Rev. 12/09 



 
SPECIAL NOTICE TO VETERANS 

 
You may be eligible for a free certified copy if you are applying for a veteran’s pension or certain other 
Veteran’s Administration benefits.  (Section 6107, Government Code State of California) 

 
THIS DOES NOT APPLY TO SOCIAL SECURITY AND OTHER CIVILIAN BENEFITS, EVEN IF YOU 

ARE A VETERAN. 
 

If you believe you qualify for a free certified copy under these provisions, complete the following 
affidavit. 
 
 
 
I hereby apply for a free certified copy of the record as shown on the reverse side and declare under 
penalty of perjury that the free copy is to be furnished to  
 
_______________________________________ in a claim for _________________________________ 

      FEDERAL OR STATE AGENCY                       TYPE OF BENEFIT 

 
___________________      ________________________________________    _____________________ 
 DATE   SIGNATURE OF VETERAN OR AUTHORIZED AGENT        RELATIONSHIP OF AGENT 

 

 
 
 
   NUMBER-STREET 

 
   CITY    STATE  ZIP 

 
 
Note: The free copy issued on this affidavit will bear the following wording: 
 
This certified copy has been issued free of charge on the declaration under penalty of perjury that it is to be used in 
a claim to the Federal Government or the State of California for veteran’s benefits. 
 
 
 
 
 
 
 
 
 
 
 
 
 

76A639B  12/09 



Los Angeles County – Department of Mental Health 
 

Revenue Management Division 
 
 

 
 
 
 
 

ENROLLMENT PROCESS 
 
 
 
 

DIRECTLY OPERATED PROGRAMS 
 

The contents for the Healthy Way LA Tool Kit will be made 
available via an RMD Bulletin and on the Revenue 
Management Division (RMD) intranet website at: 
http://dmhhqportal1/sites/RMD/default.aspx. 
 
Should you have any questions please contact RMD at  
(213) 480-3444 or RevenueManagement@dmh.lacounty.gov. 
 

http://dmhhqportal1/sites/RMD/default.aspx
mailto:RevenueManagement@dmh.lacounty.gov


COUNTY OF LOS ANGELES  REVENUE MANAGEMENT DIVISION 
DEPARTMENT OF MENTAL HEALTH  RMD 

 

 
Healthy Way LA Eligibility Check Request 

 

Date of Request: 
 
Contact Information 
 
Provider no. & name:____________________________________________ 
 
Phone no.:__________________________  Fax:_______________________ 
 
Requested by:___________________________________________________ 
 
e-mail address:__________________________________________________ 
_________________________________________________________ 
 
Requested Information 
Please identify name of client(s) whom you would like RMD to verify enrollment in     
Healthy Way LA.  Provide as much information as possible.   
 

a. Full Name    ___________________________  
b. Date of Birth  ___________________________ 
c. Sex   ___________________________ 
d. Address  ___________________________ 
 
e. Full Name    ___________________________  
f. Date of Birth  ___________________________ 
g. Sex   ___________________________ 
h. Address  ___________________________ 
 

RMD Tracking Information (RMD Use Only) 
Request no.: 
Opened by:        Date opened: 
Request assigned to:      Date assigned: 
Closed by:        Date closed: 
 
This confidential information is provided to you in accord with State and Federal laws and regulations including but 
not limited to applicable Welfare and Institutions Code, Civil Code and HIPAA Privacy Standards. Duplication of this 
information for further disclosure is prohibited without the prior written authorization of the patient/authorized 
representative to who it pertains unless otherwise permitted by law. 

 
Fax your request to Revenue Management Division at (213) 252-8889 



 



 

HWLA Documentation Requirements-Community Partners 
Version 2: 6/29/2011 

 
Clinical Records 
Community Partners providing mental health services must ensure that there is a 
mental health clinical record for all clients receiving services under Healthy Way Los 
Angeles (HWLA) to document the services the client received.  The clinical record shall 
be maintained by the Community Partner and it is up to the Community Partner to 
ensure that all federal, state and local laws and regulations regarding the mental health 
clinical record are adhered to.  Community Partners may have either a paper clinical 
record or an electronic medical record (EMR) which shall include complete, accurate 
and current documentation of any and all information related to the client’s mental 
illness.  Clinical records are considered legal documents. 
 
Some of the purposes of a clinical record are as follows: 

• To evaluate and plan the client’s individual treatment and care 
• To analyze, study and evaluate the quality of care rendered to clients 
• To serve as a means of communication for continuity of care and to link past and 

current services  
• To protect the legal interest of the client, facility/program and/or the therapist 

 
All information contained in the clinical record is considered confidential information and 
is protected under Welfare & Institutions Code 5328.  Professionals may share 
Protected Health Information (PHI) with other professionals providing care to a person 
without client authorization.  Information in the clinical record must adhere to all HIPAA 
Privacy and Security regulations.  The Los Angeles County Department of Mental 
Health (DMH) does not provide legal advice to its contractors; Community Partners 
must seek legal advice from their own legal counsel in order to interpret laws or 
regulatory codes and to answer any questions regarding release of information. 
 
The clinical record shall include complete, accurate and current documentation of any 
and all information related to a client.  It must contain demographics, history, support for 
the diagnosis and/or condition of the client, treatment provided and the current 
status/condition of the client. 
 
Community Partners are responsible for creating their own chart structure for the HWLA 
program. 
 
Clinical Forms 
DMH provides official clinical forms for use within a paper clinical record.  Official clinical 
forms have been designed in order to meet required elements based on: 

• Clinical Record Guidelines 
• Clinical need 
• Funding source reimbursement rules 
• HIPAA Procedure Code definitions 
• Integrated System (IS) fields 



 

• State Contract requirements 
• LACDMH Policy and Procedures 

  
Approved forms are categorized into four different categories noted below.  Please note 
that these are described in terms of having a paper clinical record.  For Community 
Partners with an EMR, please refer to Clinical Records Bulletin Edition 2011-03 located 
at http://dmh.lacounty.gov/ToolsForAdministrators/Agency_Administration/clinical_records_bulletins.html 
for information regarding how to incorporate the below category of forms into an EMR. 
 

1. Required (R): Forms in PDF format or hardcopy format which must be used by 
all Contract Providers without alteration in content, format, or structure. 

2. Required Data Elements (RDE): Forms in PDF format or hardcopy format in 
which all data elements on these forms are required in the DMH valid format, i.e., 
the only valid date format is mm/dd/yyyy; however, the layout and presentation of 
the form is up to Contractors.   

3. Optional (OP): Forms in PDF format or hardcopy format in which neither data 
elements, format, or structure of the form are required to be used by Contract 
Providers.  While the forms and their specific data elements are not specifically 
required, the concept encompassed by the form’s title is.  This means that 
Contractors must have a method of documenting the concept captured by the 
title of the form.   

4. Ownership (OW): Forms which are required by state or federal law/code or 
County/Department policy/procedure but because of their potential legal 
implications cannot be “DMH Required” forms.  These forms require the 
contractor to be familiar with the relevant authority and to design a form based on 
their agency’s understanding/interpretation of the authority and its plan to 
implement compliance with the law/code.  

  
Many approved Clinical Forms can be found on the DMH internet at 
www.dmh.lacounty.gov under Clinical Tools.  Below is a sample listing of clinical forms 
that may be found in the Community Partner Mental Health Clinical Record and the 
associated category of form. 
 
Sample Forms 
Client Face Sheet MHMIS or IS – MH 224A  -  (RDE) 
Contact Information - MH 525  -  (OP) 
Close Outpatient Episode – MH 224B  -  (RDE) 
Open Outpatient Episode – MH 224B  -  (RDE) 
Payor Financial Information (PFI) – MH 281  -  (R) 
Consent for Services – MH 500  -  (OW) 
Consent to Photograph/Audio Record – MH 528  -  (OW) 
Consent for Telemental Health Services – MH 652  -  (OW) 
Advance Health Care Directive – MH 635  -  (OW) 
Acknowledge of Receipt (Privacy Notice) – MH 601  -  (OW) 
Client’s Request for Restriction of Use & Disclosure of Health Information – MH 614  -  (OW) 
Letter of Denial Regarding Client’s Request for Confidential Communications – MH 616  -  (OW) 
Client’s Request for Confidential Communications –  MH 615 – (OW) 
Accounting Tracking Sheet – MH 612 (OW) 

http://dmh.lacounty.gov/ToolsForAdministrators/Agency_Administration/clinical_records_bulletins.html
http://www.dmh.lacounty.gov/


 

DMH Response to Primary Care Provider – MH 649B  -  (OP) 
Primary Care Provider Referral to DMH – MH 649A  -  (OP) 
Auth for Request or Use/Disclosure of PHI - MH 602  -  (OW) 
Final Letter to Client for Review of Denial - MH606  -  (OW) 
Client Request for Review of Denial to PHI - MH 605 – (OW) 
Letter Response to Client Request for PHI - MH 604 –  (OW)  
Client Request for Access to PHI - MH 603 – (OW) 
Letter Responding to Request to Amend/Correct Health Information – MH 608  -  (OW) 
Request to Amend/Correct PHI – MH 607  -  (OW) 
Letter Responding to Client’s Request for Accounting of Disclosures – MH 613  -  (OW) 
Request for Accounting of Disclosures – MH 611  -  (OW) 
DMH FAX Cover for Transmitting PHI – MH 617  -  (OW) 
Representation of Researcher to Review PHI Held by LAC DMH to Prepare for Research – MH 

619  -  (OW) 
Representation of Researcher to Review PHI of Decedents Held by LAC DMH to Prepare for 

Research – MH 620  -  (OW) 
Diagnosis Information – MH 501  -  (RDE) 
Special Program Client Care Coordination Plan (CCCP) – MH 651  -  (R) 
Co-Occurring Joint Action Council (COJAC) Screening Instrument – MH 659  -  (R) 
Adult Short Assessment – MH 678  -  (R) 
Adult Assessment Addendum – MH 532A  -  (OP) 
Discharge Summary - MH 517  -  (OP) 
Progress Notes - MH 515 (the audit trail for all services)  -  (OP) 
Case Presentation - MH 514  -  (OP) 
 
General Documentation Guidelines 
The clinical record must clearly identify that the client meets Medical Necessity in order 
for mental health services to be reimbursed.  Medical Necessity is comprised of three 
criteria: 

1. An included diagnosis from DSM 
2. Impairments that result from the included mental health diagnosis 
3. Interventions that are directed towards improving the client impairments, 

symptoms or behaviors. 
 
These three criteria of Medical Necessity are supported throughout the “clinical loop” 
which is the sequence of documentation that supports the demonstration of ongoing 
medical necessity and ensures all provided services are claimable for reimbursement.  
The sequence of documentation on which Medical Necessity requirements converge is: 

1. The Assessment 
2. The Client Care Plan 
3. The Progress Note 

 
Assessment Guidelines: 
An assessment must be present in the Clinical Record of each client receiving mental 
health services.  The Assessment must document the symptoms, behaviors and 
impairments in life functioning for the client and a 5 Axis DSM diagnosis.   
 
The DMH approved Required Assessment form (MH 678) must be used for the 
Assessment and must be completed by the end of the 2nd claimed session for the client.   



 

 
Client Care Plans: 
A client care plan must be present in the Clinical Record of each client receiving mental 
health services. The Client Care Plan must document the short-term goals (objectives) 
of mental health treatment in specific, measurable, attainable, realistic, and time-bound 
terms.  The Client Care Plan must also document the interventions mental health staff 
will provide in order to assist the client in achieving the identified objective for the client.  
The client must participate in the development of their Client Care Plan and must sign 
the plan that is developed. 
 
The DMH approved Required Special Program CCCP form (MH 651) must be used for 
the Client Care Plan and must be completed by the end of the 2nd claimed session for 
the client.   
 
Progress Notes: 
A progress note must be present in the Clinical Record for each service provided to the 
client prior to a claim being submitted.  The Progress Note must clearly document: 

1. The date of service 
2. Procedure Code (if the service is being claimed)  
3. Length of service for all participating staff including face to face time and other 

time 
a. Face-to-face time is the amount of time where services were directed 

towards the client 
b. Other time is the amount of time spent providing a service that was not 

directed towards the client, travel time, and documentation time 
4. Description of the service provided 

a. The intervention that was attempted or accomplished by each 
participating staff 

5. Any changes in the client’s status 
6. Signature of the Rendering Provider 

 
Community Partners may use the DMH approved Progress Note (MH 515) or they must 
create one of their own so long as it captures the above information. 
 
  



HWLA Documentation Requirements-Directly-Operated 
Version 6/27/2011 

 
Clinical Records 
Directly-Operated programs must adhere to LAC-DMH Policy and Procedures 104.1 
and 104.8 regarding the maintenance of Clinical Records and the general 
documentation guidelines for all HWLA enrollees.  In addition, all Directly-Operated 
programs must adhere to the Clinical Records Guidelines. 
 
HWLA enrollees will utilize the same chart order as all other clients being seen by the 
Directly-Operated Agency.  For the majority of agencies, HWLA enrollees will have an 
eight part chart order in accord with the official eight part chart order for the Department. 
 
Only DMH approved Clinical Forms can be used by Directly-Operated programs.  Many 
Clinical Forms can be found on the DMH internet at www.dmh.lacounty.gov under 
Clinical Tools.   
 
Documentation Guidelines 
Even though HWLA enrollees are not reimbursed through Medi-Cal, all Directly-
Operated Programs must continue to adhere to the Organizational Providers Manual as 
noted in DMH Policy & Procedure 104.9.  In accord with the Organizational Providers 
Manual, the clinical record must clearly identify that the client meets Medical Necessity 
in order for mental health services to be reimbursed.  Medical Necessity is comprised of 
three criteria: 

1. An included diagnosis from DSM 
2. Impairments that result from the included mental health diagnosis 
3. Interventions that are directed towards improving the client impairments, 

symptoms or behaviors. 
 
These three criteria of Medical Necessity are supported throughout the “clinical loop” 
which is the sequence of documentation that supports the demonstration of ongoing 
medical necessity and ensures all provided services are claimable for reimbursement.  
The sequence of documentation on which Medical Necessity requirements converge is: 

1. The Assessment 
2. The Client Care Plan 
3. the Progress Note 

 
Assessment Guidelines: 
In accord with the Organizational Providers Manual, an assessment must be present in 
the Clinical Record of each client receiving mental health services.   
 
Directly-Operated programs must use a DMH Approved Assessment form.  The DMH 
approved Adult Short Assessment form (MH 678) may be used for Tier 1 and Tier 2 
HWLA enrollees for the Assessment instead of the full Adult Initial Assessment (MH 
532).  Directly-Operated programs may choose to use the Adult Initial Assessment if 
they feel a longer assessment is needed.  Even though DMH allows up to two months 

http://www.dmh.lacounty.gov/


for the completion of the assessment (per the Organizational Providers Manual), best 
practice suggests that an assessment be claimed prior to treatment services being 
provided.  For HWLA enrollees under the Tier 1 and Tier 2 programs, it is 
recommended that the assessment be completed by the end of the 2nd visit with the 
client.   
 
Client Care Plans: 
A client care plan must be present in the Clinical Record of each client receiving on-
going specialty mental health services per the Organizational Providers Manual.  
 
Directly-Operated programs must use a DMH Approved Client Care Plan form.  The 
DMH approved Special Program CCCP form (MH 651) may be used for HWLA 
enrollees in Tier 1 or Tier 2 instead of the full CCCP (MH 636).  Directly-Operated 
Programs may choose to use the standard CCCP.  Similar to the Assessment, best 
practice suggests that a client care plan be developed prior to providing treatment 
services.  It is recommended that the Client Care Plan be completed by the end of the 
2nd visit with the client.   
 
Progress Notes: 
A progress note must be present in the Clinical Record for each service provided to the 
client prior to a claim being submitted in accord with the Organizational Providers 
Manual.  The Progress Note must clearly document: 

1. The date of service 
2. Procedure Code (if the service is entered in the IS)  
3. Length of service for all participating staff including face to face time and other 

time 
a. Face-to-face time is the amount of time where services were directed 

towards the client 
b. Other time is the amount of time spent providing a service that was not 

directed towards the client, travel time, and documentation time 
4. Description of the service provided 

a. The intervention that was attempted or accomplished by each 
participating staff 

5. Any changes in the client’s status 
6. Signature of the Rendering Provider 

 
Directly-Operated programs must use the DMH approved Progress Note (MH 515) or 
NCR Progress Note (MH 515NCR). 
 
Please refer to the Organizational Providers Manual and the Procedure Codes Guide 
for additional information regarding documentation and procedure codes. 
 
 









































































































































































 



DATA ENTRY 
 
What is the IS? 
 

 The Integrated System (IS) is the Department’s proprietary health 
care claims processing system. 

 IS has integrated some clinical data requirements. 
 The IS will be replaced with a more robust off-the-shelf electronic 

health record system in the near future. 
 
How do Contract Providers Access the IS? 
 

 Access is through the Internet 
 Use RSA security technology 
 IS Website 

    http://dmh.lacounty.gov/hipaa/index.html  
 
How Much Training Is Required? 
 

 DMH offers a 1-day training session that goes over basic IS 
operations. 

 For more information please visit the IS website. 
      http://dmh.lacounty.gov/hipaa/index.html  

 
IS Training Dates 
 

 July 6, 2011  9:00 a.m. – 3:30 p.m. 
 July 12, 2011  9:00 a.m. – 3:30 p.m. 
 July 14, 2011  9:00 a.m. – 3:30 p.m. 
 July 28, 2011  9:00 a.m. – 3:30 p.m. 

 
Entering Data in the IS 
 

 Enrollment 
      Identification 
      Contact Information 

    Episode 
 Admit date 
   Discharge date 

 Financials 
 UMDAP 

http://dmh.lacounty.gov/hipaa/index.html
http://dmh.lacounty.gov/hipaa/index.html


Access FormsAccess Forms

CIOB/Information Security DivisionCIOB/Information Security Division
Systems Access UnitSystems Access Unit



Facilitating Form ProcessingFacilitating Form Processing
Individual Authorized To Sign CIOB FormsIndividual Authorized To Sign CIOB Forms

To meet departmental guidelines and 
other internal controls we require that all 
forms carry  the signature of Program 
Director level or above.

Responsible person i.e. CEO, Program Director, Deputy, etc.  May also designate 
additional individuals to sign required forms to authorized access to the Integrated System 
(Data Entry) or permit service delivery staff (rendering provider) association to Legal Entity 
reporting unit (s).

• Form Link: 
http://dmh.lacounty.gov/hipaa/documents/Auth%20Sign%20CIOB%20Revised.pdf



Individual Authorized to Sign CIOB FormsIndividual Authorized to Sign CIOB Forms

•This SAMPLE Form 
indicates required fields.

•CEO may designate a 
Designee and an 
Alternate.  



Integrated System AccessIntegrated System Access
Direct Data Entry and/or Support StaffDirect Data Entry and/or Support Staff

Forms RequiredForms Required
Applications Access (AAF)Applications Access (AAF)

allows creation of endallows creation of end--user profile in the ISuser profile in the IS
role assignments allow client searches, maintain data, medicatiorole assignments allow client searches, maintain data, medication, reports, etc. n, reports, etc. 
provider number association restricts access to clientprovider number association restricts access to client’’s information by provider number s information by provider number 
association.association.

RSA SecurID CardRSA SecurID Card
Downey Data Center Registration, Contractor (DDCR)Downey Data Center Registration, Contractor (DDCR)

•• Provides a securID card.Provides a securID card. Initial authentication to permit endInitial authentication to permit end--users through the Countyusers through the County’’s Firewall.s Firewall.
Agreement For Acceptable Use and Confidentiality ofAgreement For Acceptable Use and Confidentiality of……(AUP(AUP))

•• User acknowledgement of confidentiality and violation penalties.User acknowledgement of confidentiality and violation penalties.
Submit 3 forms (AAF, DDCR, and AUP) to CIOB/Information SecuritySubmit 3 forms (AAF, DDCR, and AUP) to CIOB/Information Security
Division/Systems Access, 695 S. Vermont Ave, 8Division/Systems Access, 695 S. Vermont Ave, 8thth Fl, LA 90005Fl, LA 90005

Processing time 2 to 3 weeksProcessing time 2 to 3 weeks
•• Mail to Provider or Provider may pickMail to Provider or Provider may pick--up Logon Packet up Logon Packet 

Confidentiality Oath Confidentiality Oath 
Maintained by ProviderMaintained by Provider

To terminated services from a provider location submit an AAF, DDCR and the 
RSA SecurID Card.



““IS FormsIS Forms”” linklink
http://dmh.lacounty.info/hipaa/cp_ISForms.htmhttp://dmh.lacounty.info/hipaa/cp_ISForms.htm

Sample

Link to Data Entry Staff 
Forms:
http://dmh.lacounty.gov/h
ipaa/cp_ISForms.htm

Required forms, 
instructions, codes, roles  
and other helpful 
information are listed 
under Integrated System 
Access.   



Sample Applications Access FormSample Applications Access Form

Blank form can be 
downloaded from 
the IS link. 

This Sample 
indicates required 
Information:  (All 
fields)

Required Signatures :
•User
•Authorized Manager 
or designee

Applications Access Applications Access 
(AAF)(AAF)
••allows creation of endallows creation of end--user user 
profile in the ISprofile in the IS
••role assignments allow role assignments allow 
client searches, maintain client searches, maintain 
data, medication, reports, data, medication, reports, 
etc. etc. 
••provider number provider number 
association restricts access association restricts access 
to clientto client’’s information by s information by 
provider number provider number 
association.association.

Form #1
Data Entry Staff



Downey Data Center Registration FormDowney Data Center Registration Form

Downey Data Center Downey Data Center 
Registration, Contractor Registration, Contractor 
••Provides a securID Provides a securID 
card.card. Initial authentication to Initial authentication to 
permit endpermit end--users through users through 
the Countythe County’’s Firewall s Firewall 

••Form must be signed by Form must be signed by 
both the data entry staff  both the data entry staff  
(Field 27) and the (Field 27) and the 
authorized authorized 
manager/designee (Field manager/designee (Field 
28).28).

Form #2
Data Entry Staff

••Please Do Please Do 
Not sign Not sign 
(Field 32)(Field 32)



Agreement For Acceptable Use and Confidentiality ofAgreement For Acceptable Use and Confidentiality of……(AUP(AUP))

Form #3
Data Entry Staff

AUP AUP 
••User User 
acknowledgement of acknowledgement of 
confidentiality and confidentiality and 
violation penalties.violation penalties.

SAMPLE page (page SAMPLE page (page 
2) demonstrates that 2) demonstrates that 
both the data enter both the data enter 
staff (user) and staff (user) and 
authorized manager or authorized manager or 
designee signature are designee signature are 
required.  required.  

Data entry staff (user) and authorized manager or designee must sign this form.



Confidentiality Oath Confidentiality Oath 

Form #4
Data Entry Staff

Maintain By Provider

Data Entry staff (User) 
must agree to 
established measures 
to safeguard sensitive 
and confidential data 
(PHI ).

Provider must maintain 
this form in an office 
file and must be made 
available during audits 
and/or investigations.



Rendering Provider Rendering Provider 
Service Delivery ProviderService Delivery Provider

The Rendering Provider Form must be completed for all clinical staff members 
who are new or are not on the Integrated System. Rendering Provider must be 
associated at a provider location for claim submission purposes.

This form is to authorizes association and is also to be used for clinical staff 
that have terminated services from a provider location or to update information, 
i.e., name change, license renewal, taxonomy, reporting unit effective date, or 
expiration dates. 

When completing this form, please refer to the following guidelines:
The original form must be completed in its entirety (if applicable), with the required signature. 
Fax, photocopy and/or e-mail forms are not acceptable.
All information must be current upon submission of this form.
Be sure all fields are completed accurately and appropriately to avoid delay in the processing 
of a request.
Forms, instructions, taxonomy codes (discipline codes), etc are posted on the Integrated 
Systems website at: http://dmh.lacounty.gov/hipaa/cp_ISForms.htm



Rendering Provider Rendering Provider 
Service Delivery ProviderService Delivery Provider

Required FormRequired Form
Required 

•Rendering Provider 
Form

•Critical Information

Rendering 
Provider Form 
Instructions

•Taxonomy 
Codes and 
Description 

•Authorized signer

•No “on 
behalf of”
signatures

Sample

Link to Rendering 
Provider Forms:
http://dmh.lacounty.gov/h
ipaa/cp_ISForms.htm

Required forms, 
instructions, discipline 
codes, and other helpful 
information are listed 
under Service Deliver 
Staff



Rendering Provider Sample FormRendering Provider Sample Form

Missing 
information 
will delay 
processing

Authorized  
Manager or 
designee 
signature is 
required

•No “on 
behalf of”
signatures

Rendering 
Provider Form is 
required to allow 
Providers to 
submit  claims for 
client’s services.



Rendering Provider FormRendering Provider Form

Submission MethodSubmission Method
1.1. Hard copyHard copy –– fillable form posted atfillable form posted at

http://www.lacounty.gov/hipaa/cp_ISForms.htmhttp://www.lacounty.gov/hipaa/cp_ISForms.htm
2.2. Automation Automation –– online completion and submissiononline completion and submission

•• Submit Submit ““Individual Authorized to Sign CIOB FormIndividual Authorized to Sign CIOB Form””
•• Provider sent automation link and instructionsProvider sent automation link and instructions

•• BenefitsBenefits
•• ““Go GreenGo Green”” -- Save paper, ink, postal stamps, etcSave paper, ink, postal stamps, etc
•• Receipt confirmationReceipt confirmation
•• Timely processing and notificationTimely processing and notification
•• Minimal incorrect form submission.  Form designed according to RMinimal incorrect form submission.  Form designed according to Request equest 

Type.Type.

http://www.lacounty.gov/hipaa/cp_ISForms.htm


Getting HelpGetting Help

Contact CIOB/Help Desk at 213Contact CIOB/Help Desk at 213--351351--1335 1335 
to reach a member of the Systems Access to reach a member of the Systems Access 
Unit team.Unit team.



1

Basic Integrated System (IS) Training

Things to Keep in Mind

All Patient Health Information (PHI), 
in this manual, is fictitious.
Remember to use the help (?) icon.
It is recommended that you 
understand the billing processes 
before using the IS.
To return to the previous screen, 
always click on the Return button, 
under Options.
Italicized fields must be completed.
Dates must be entered as: 
00/00/0000
You will be logged off every 15 
minutes when not using the system; 
you will have to click on the Home 
page to log back in.
It is strongly recommended that you 
attend the PATS training on 
medications.
You only have access to the Home 
and Clinical pages of the System
MIS, IS, and DMH number are all the 
same.

Visit the IS Website at
http://dmh.lacounty.info/hipaa/index.html



2

Basic IS Training

1. Log in

2. Find a Client

3. Add a Client: Identification Screen

4. Add a Client: Contacts Screen

5. Add a Client: Financial Screen

6. Add a Client: Other Screen

7. Open an Episode: Admission Screen

8. Open an Episode: Diagnosis Screen

9. Add Services

10. Add a Claim, a Plan and Payer (s)

11. Void and Replace a Claim

12. Close an Open Episode: Discharge and Diagnosis Screens



3

Use Keyboard Shortcuts!
Avoid using the Mouse.

The Tab key will take you through every field on the 
screen.
Shift-Tab will take you backwards through those 
fields.
Down Arrows and characters to go through drop-down 
lists.
The Space bar will check and uncheck boxes.
The Enter key will activate buttons.



4

Log In with a SecurID Card

1. If you are a DMH Contracted Provider, go to

2. Click to go to the 
RSA SecurID logon 
screen and follow 
procedures



5

Add a Client: Contact Information

Address is required if the
client is not homeless 

Click to add other 
contacts Click



6

Add a Client: Financial Information

Click to add 
Medi-Cal or 
Other benefits

This field is for client’s 
initial or annual 
UMDAP date 



7

Add a Client: Benefit Information

Select benefit type



8

Open an Episode: Admission Screen 

Click to view a client’s 
episode



9

Add Services

Click to begin entering
a service



10

Add Services

What is Evidence-Based Practice/Service 
Strategies/PEI Services?

They are techniques that use research results, reasoning, and 
best practices to inform the improvement of Mental Health 

Care. DMH is now using the IS to track the use of these 
techniques.  These are some examples: Multisystemic

Therapy, Functional Family Therapy, Brief Strategic Family 
Therapy, Functional Family Therapy, Peer and/or Family 

Delivered Services, Family Support 



11

Add Services

The system may allow you to select up to 3 
options

CP’s must use 2K Impact



12

Add a Claim: Add a Plan



13

Add a Claim: Add a Plan

If you click  to add a second plan per 
claim, the IS will generate this error 
message

This means that 
your plan was 

added

CP’s must 
use PEI-
Special 

Programs



14

Add a Claim



 



COMMUNITY PARTNER AGENCIES 
 

LACDMH Claiming for HWLA Enrolled Clients – DRAFT 6/29/11 
 

July 8, 2011 
Version 1.1 

General Guidelines: 
 
Community Partner agencies are contracted with LACDMH solely to provide Mental Health 
Integration Program (MHIP) / IMPACT services to “Tier 2” service need individuals who are 
enrolled in and eligible for Healthy Way LA  (HWLA).   Payments for services are provisional.   
 

• If it is determined that a client was not eligible/enrolled in HWLA at the time of service, 
LACDMH will recoup any payments made for that service. 

• A client contact should only be claimed as a “visit” if the contact is face-to-face and at 
least 20 minutes in duration 

• Community Partners are limited to receiving payment for only 1 visit on any given day for 
an enrolled client.  If it is determined that an agency was paid by both DMH and DHS for 
same day visits by a HWLA enrolled/eligible client, the County (DMH or DHS) will recoup 
payment for any visits in excess of the one (1) reimbursable visit. 

 
Prior to claiming for these services, a client record for the individual must exist (identified via a 
client search) or be created in the LACDMH IS (Integrated System).  New client records should 
never be created when the individual has an existing client record in the IS.  In addition, a 
treatment episode at the provider’s service location must be opened for that client. For all 
eligible HWLA enrollees who receive Tier 2 services, their claims on the IS must have: 1) the 
proper procedure code; 2) the appropriate PEI IS Plan; and 3) the correct EBP selected:  
 

1) All Community Partner service claims must only use the H2016 procedure code.  The 
“Units” claimed are always one (1). 

 
2) All clients served by Community Partner agencies must be associated to the “PEI  

Special Programs” IS plan. 
 

3) Services delivered under the Mental Health Integration Program (MHIP) must be claimed 
using the IS Evidence Based Practice field “2K – IMPACT”.  No other/additional EBPs or 
Service Strategies should be selected from the Evidence Based Practice menu on the IS 
service screen. 

 
The Primary Care Provider at the Community Partner agency is responsible for medication 
support and medications provided to Tier 2 HWLA clients and are claimable to DHS not DMH.. 
However, costs associated with the services of the MHIP consulting psychiatrist should be billed 
via invoice to DMH as per the contract and established procedures. 
 
HWLA enrolled/eligible Tier 2 clients may receive up to 6 mental health visits within a 12-week 
period without authorization.  If authorization for additional visits is anticipated, a request for 
such authorization should be submitted to the LACDMH authorization unit prior to the fifth visit.  
As this authorization system is still in development, LACDMH may engage in claim-based 
utilization review to monitor compliance as an interim measure.  In addition, LACDMH may 
review information recorded on the IMPACT Registry, when implemented, in the context of 
utilization review and determination of over threshold authorization. 



LEGAL ENTITY CONTRACT AGENCIES 
 

LACDMH Claiming for HWLA Enrolled Clients – DRAFT 6/27/11 
 

June 27, 2011  1 
Version 1.0 

General Guidelines: 
 
Legal Entity providers will claim services using existing procedure codes and 
rates (see exceptions/limitations related to Tier 2 group and medication services). 
 
If a client is subsequently determined to have been ineligible for HWLA at the 
time of service due to receiving retroactive Medi-Cal covering the period of 
service, the LE may void and rebill those services to Medi-Cal provided that they 
have available matched funds in their contract and the LE determines that the 
services provided are Medi-Cal billable and that documentation meets the 
standards outlined in the Organizational Provider’s Manual.  
 
Tier 1 Guidelines: 
 
The IS plan used for services delivered to Tier 1 clients would be based on the 
specific services being delivered to the client within that LE’s available programs 
and plans for unmatched services (e.g., a 36-year-old HWLA-enrolled client 
being served in the LE’s FSP program would be claimed to the “FSP Adult” IS 
Plan with the Medi-Cal box unchecked for DDE IS users / No “Other Payor” for 
EDI providers). 
 
While there is no “per client” cap on the amount or duration of services delivered 
to HWLA Tier 1 clients, the amount of service overall is limited to the Maximum 
Costs Allowable (MCA) in their Legal Entity contract for the appropriate Tier 1 
program. 
 
If a Tier 1 client is determined to lack or have lost HWLA eligibility, the LE can 
continue to provide services to that client the extent they have unmatched funds 
available and continuation of services is clinically appropriate. 
 
Tier 2 Guidelines: 
 
The “PEI Special Programs” IS Plan is to be used for Tier 2 HWLA clients. 
 
Services delivered under the Mental Health Integration Program (MHIP) should 
be claimed using the IS Evidence Based Practice field “2K – IMPACT”.  Note that 
HWLA Tier 2 Legal Entity providers may begin providing Tier 2 HWLA services 
prior to obtaining training in the specific Problem Solving approach typically 
associated with MHIP.  Pending receipt of training in MHIP Problem Solving, 
interventions from other short-term PEI-included EBP’s on which they have been 
trained (e.g., Benjamin Rush model crisis intervention, techniques from Seeking 
Safety) can be used within the context of MHIP.  When these interventions are 
used as a Tier 2 service for a HWLA enrollee, such services should still be 
claimed using the IS Evidence Based Practice field “2K – IMPACT”.  No other 
EBPs should be selected from the drop down menu for HWLA Tier 2 clients. 



LEGAL ENTITY CONTRACT AGENCIES 
 

LACDMH Claiming for HWLA Enrolled Clients – DRAFT 6/27/11 
 

June 27, 2011  2 
Version 1.0 

 
 
Procedures covered for Tier 2 clients include individual psychotherapy and 
rehabilitation, psychiatric diagnostic assessment, targeted case management, 
and team conference/case consultation. 
 
Group, Medication Support Services, and Medication costs for Tier 2 HWLA 
client should NOT be claimed to LACDMH.  The Primary Care Provider at the 
Community Partner agency is responsible for medication support and 
medications provided to Tier 2 HWLA clients.  In some instances, the MHIP 
consulting psychiatrist may feel a need to conduct a face-to-face evaluation of a 
Tier 2 client in order to provider more detailed feedback to the Primary Care 
Provider or MHIP treatment team.  This visit would most likely be claimed as a 
Psychiatric Diagnostic Assessment – 90801. 
 
If a Tier 2 client is determined to lack or have lost HWLA eligibility for a reason 
other than they client having gained Medi-Cal eligibility, the LE shall have 1 
additional session to terminate services in a clinically appropriate manner.   
 
Tier 2 clients may receive up to 6 “visits” within a 12-week period without 
authorization.   In this context, a visit is defined as one or more claimed services 
delivered on the same day.  If authorization for additional visits is required, a 
request for such authorization should be submitted to LACDMH prior to the fifth 
visit.  As this authorization system is still in development, LACDMH may engage 
in claim-based utilization review to monitor LE compliance as an interim 
measure.  In addition, LACDMH may review information recorded on the 
IMPACT Registry, once implemented, in the context of utilization review and 
determination of over threshold authorization. 
 
Certain start-up costs may be covered by invoice.  Separate guidelines will be 
issued to address this topic. 
 



LACDMH DIRECTLY OPERATED PROGRAMS 
 

LACDMH Claiming for HWLA Enrolled Clients – DRAFT 6/27/11 
 

June 27, 2011 
Version 1.0 

 
General Guidelines: 
 
DMH Directly Operated programs will claim services using existing procedure 
codes and rates (see exceptions related to Tier 2 group and medication 
services). 
 
If a client is subsequently determined to have been ineligible for HWLA at the 
time of service due to receiving retroactive Medi-Cal covering the period of 
service, the provider should void and rebill those services to Medi-Cal if it is 
determined that the services provided were Medi-Cal billable and that 
documentation meets the standards outlined in the Organizational Provider’s 
Manual and DMH policy.  
 
Tier 1 Guidelines: 
 
The IS plan used for services delivered to Tier 1 clients would be based on the 
specific services being delivered to the client within that clinic’s available 
programs and plans (e.g., a 36-year-old HWLA-enrolled client being served in an 
FSP program would be claimed to the “FSP Adult” IS Plan with the Medi-Cal box 
unchecked). 
 
There is no “per client” cap on the amount or duration of services delivered to 
HWLA Tier 1 clients. 
 
If a Tier 1 client is determined to lack HWLA eligibility for a reason other than the 
client having gained Medi-Cal eligibility, the Directly Operated program can 
continue to provide services as clinically appropriate. 
 
Tier 2 Guidelines: 
 
The “PEI Special Programs” IS Plan is to be used for Tier 2 HWLA clients. 
 
Services delivered under the Mental Health Integration Program (MHIP) should 
be claimed using the IS Evidence Based Practice field “2K – IMPACT”.  Note that 
DO programs may begin providing Tier 2 HWLA services prior to obtaining 
training in the specific Problem Solving approach typically associated with MHIP.  
Pending receipt of training in MHIP Problem Solving, interventions from other 
short-term PEI-included EBP’s on which they have been trained (e.g., Benjamin 
Rush model crisis intervention, techniques from Seeking Safety) can be used 
within the context of MHIP.  When these interventions are used as a Tier 2 
service for a HWLA enrollee, such services should still be claimed using the IS 
Evidence Based Practice field “2K – IMPACT”.  No other EBPs should be 
selected from the drop down menu for HWLA Tier 2 clients. 
 



LACDMH DIRECTLY OPERATED PROGRAMS 
 

LACDMH Claiming for HWLA Enrolled Clients – DRAFT 6/27/11 
 

June 27, 2011 
Version 1.0 

Procedures for Tier 2 clients include individual psychotherapy and rehabilitation, 
psychiatric diagnostic assessment, targeted case management, and team 
conference/case consultation. 
 
The Primary Care Provider at the Community Partner/DHS Primary Care 
provider agency is responsible for medication support and medications provided 
to Tier 2 HWLA clients.  For Tier 2 HWLA clients receiving MHIP services, it is 
expected that Group and Medication Support Services would not be provided by 
the Directly Operated mental health service provider.  In some instances, the 
MHIP consulting psychiatrist may feel a need to conduct a face-to-face 
evaluation of a Tier 2 client in order to provider more detailed feedback to the 
Primary Care Provider or MHIP treatment team.  This visit would most likely be 
claimed as a Psychiatric Diagnostic Assessment – 90801. 
 
If a Tier 2 client is determined to lack HWLA eligibility for a reason other than the 
client having gained Medi-Cal eligibility, the program can provide 1 additional 
session to terminate services in a clinically appropriate manner.  (Separate 
guidelines will address the issue of when Tier 2 clients can be moved to Tier 1 
services)  
 
Tier 2 clients may receive up to 6 “visits” within a 12-week period without 
authorization.  
 
In this context, a visit is defined as one or more claimed services delivered on the 
same day.  If authorization for additional visits is required, a request for such 
authorization should be submitted to the LACDMH authorization unit prior to the 
fifth visit.  As this authorization system is still in development, LACDMH may 
engage in claim-based utilization review to monitor compliance as an interim 
measure.  In addition, LACDMH may review information recorded on the 
IMPACT Registry, when implemented, in the context of utilization review and 
determination of over threshold authorization. 
 
 

































 



Rev 9-27-11 Notice of Action – Department of Mental Health HWLA Eligibility Denial  
Page 1 of 2 

 

 

COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 
 
        NOTICE OF ACTION-Department of Mental Health 

                    HWLA Eligibility Denial 
 
[Date] 
        
[Member’s Name]         [IS Number] 
[Address]       [Provider Name] 
[City, State Zip]        
 
        
Dear [Applicant’s Name]: 

 
Thank you for applying for the Healthy Way LA (HWLA) Program.   
 
Your HWLA application dated _________ was carefully reviewed and found to not be eligible for 
the HWLA program due to one of the following reasons:  

□ 1.  You do not reside in Los Angeles County.   

□ 2.  You are not 19 to 64 years old 

□ 3.  You are pregnant 

□ 4.  You are not a United States Citizen/National or Legal Permanent Resident for 5 or more 
years 

□ 5.  You are eligible for Medi-Cal or Healthy Families 

□ 6.  Your income is more than 133% of the Federal Poverty Level 

□ 7.  You are unable to provide required information; therefore, we were unable to process  
          your application  
□ 8.  You did not help us in our efforts to get information required for the HWLA application        

process, so we’re unable to process your application 
□ 9.  Other.  Specify reason:________________________________________ 
  
 This denial letter will become effective 10 days from the date of this notice of                 
 action. 
 
If your denial was for reasons in 7, 8, or 9 above, you may be able to void this denial by 
contacting the person named at the end of this denial letter.  
 
If your denial was for the reasons in 2, 3, 4, 5 or 6 above you may be eligible for other benefits.  
See a financial screener at your Department of Mental Health Program to help with benefits 
establishment. 
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NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-4949.  
If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 
 
As a Healthy Way LA (HWLA) applicant, you have the following appeals rights:  
 

1. You have the right to appeal this decision.  That means that if you do not agree, you can 
have us review the decision to see if it is correct.  If you want to appeal this decision, you 
must ask for the appeal within 60 days of the date of this Notice of Action letter.  It can 
take up to 45 days for Healthy Way LA to decide your appeal.   
 
To ask for an appeal, call DMH Patients’ Rights at (213) 738-4949.  If you have 
problems hearing or speaking, call TTY/TDD at (800) 735-2929.  We will help you with 
your appeal.  You can also ask for your appeal by writing or sending a fax to: 

 
DMH Patients’ Rights 
550 S. Vermont Ave. 
Los Angeles, CA 90020 
Fax: (213) 365-2481 

 
2. You have the right to speak for yourself during the appeal or to choose another person 

to act for you.  That person may be a relative, friend, advocate, doctor, lawyer, or 
someone else. 

 
3. You may send written comments, documents, records, and other information about your 

appeal. You may also ask for a hearing where you can give the reasons why you do not 
agree and examine and cross examine witnesses.  

  
4. Before and during the appeal process, you will be able to look at your case file.  The 

case file includes our notes on your membership renewal, supporting papers or other 
information related to your appeal. 

 
5. If, after we make our decision, you are still unhappy, you may ask for a State Fair 

Hearing.  You may ask for a State Fair Hearing after you have finished the HWLA appeal 
process and have received a decision letter.   

 
If you have questions, concerns, want to give information about your appeal, or want to 
ask for a meeting with the person deciding your appeal, call DMH Patients’ Rights at 
(213) 738-4949, or use TTY/TDD at (800) 735-2929. 
 
Sincerely, 
 
_____________________________     _________________ 
           [Name of Reviewer]                                       [Telephone Number] 
 
 
Nancy Butram 
Revenue Management Division 
 
c: DMH Patients’ Rights 
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10/18/2011 

 
NOTICE OF ACTION 

About Your Mental Health Treatment Request 
Denial 

 
[Date] 
 
 
[Member’s Name]      [Treating Provider’s Name] 
[Address]      [Address] 
[City, State  Zip]     [City, State  Zip] 
       [Name of Medical Home] 
 
 
HWLA Member Identification Number:  [insert number] 
 
RE: [insert type of service requested] 
 
(Insert name of requesting provider or medical home) has decided, after reviewing the 
results of an assessment of your mental health condition that your mental health 
condition does not meet the medical necessity criteria to be eligible for HWLA specialty 
mental health services because: 
 

 Your mental health diagnosis as identified by the assessment is not covered. 
 

 Your mental health condition does not cause problems for you in your daily 
life that are serious enough to make you eligible for specialty mental health 
services. 

 
 The specialty mental health services available are not likely to help you 

maintain or improve your mental health condition. 
 

 Your mental health condition would be responsive to treatment by a physical 
health care provider. 

 
NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-
4949. If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 

 
As a DMH Healthy Way LA (HWLA) member, you have the following appeal rights: 
 

1. You have the right to appeal this decision.  That means that if you do not agree, 
you can have us review the decision.  If you want to appeal this decision, you 
must ask for the appeal within 60 days of the date of this Notice of Action letter.  
It can take up to 45 days for DMH Patients’ Rights to decide your appeal.   

 
If you think that waiting this long could put your life or health at serious risk ask 
for an expedited appeal.  DMH Patients’ Rights will decide an expedited appeal 
within 3 working days.   
 



To ask for a regular or expedited appeal, call DMH Patients’ Rights at (213) 738-
4949.  If you have problems hearing or speaking, call TTY/TDD at (800) 735-
2929.  We will help you with your appeal.  You can also request your appeal by 
writing or sending a fax to: 

 
DMH Patients’ Rights 
550 S. Vermont Ave. 

Los Angeles, CA 90020 
Fax: (213) 365-2481 

 
2. You have the right to speak for yourself during the appeal or choose another 

person to act for you.  That person may be a relative, friend, advocate, doctor, 
lawyer or someone else. 

 
3. You may send written comments, documents, records and other information 

about your appeal. You may also that a hearing be held in person or by 
telephone.  

  
4. Except in some limited cases you will be able to review your case file before and 

during the appeal process. 
 

5. If, after we make our decision, you are still not satisfied, you may ask for a State 
Fair Hearing.  You may ask for a State Fair Hearing only after you have finished 
the HWLA appeal process and have received a decision letter.   

 
If you have questions, concerns, want to give information about your appeal, or 
want to ask for a hearing in person or on the telephone with the person deciding 
your appeal, call DMH Patients’ Rights at (213) 738-4949, or TTY/TDD at (800) 735-
2929. 
 
This notice does not affect any other HWLA services.  
 
Sincerely, 
 
 
_____________________________________________ 
(Name of Provider of Services or CAU Reviewer) 
 
 
c: DMH Patients’ Rights 
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NOTICE OF ACTION 

About Your Mental Health Treatment Request 
Terminate/Suspend/Reduce 

 
[Date] 
 
 
[Member’s Name]     [Treating Provider’s Name] 
[Address]      [Address] 
[City, State  Zip]     [City, State  Zip] 
       [Name of Provider/Clinic/CAU] 
 
 
HWLA Member Identification Number:  [insert number] 
DMH IS Number:  [insert number] 
 
 
RE: [insert type of service terminated, suspended or reduced] 
 
We have previously approved (insert type of service that was approved).   
However, we can no longer approve this treatment because (Insert a clear and concise 
explanation of the reasons for the decision; the program requirements that support the 
action; a description of the criteria or guidelines used).   
 
Approval for your treatment will end on (insert advance date to be at least 12 calendar 
days from date of letter) 
 

NOTE: If you cannot read or understanding this letter, call the Department of Mental Health 
Patients’ Rights at (213) 738-4949. If you have trouble hearing or speaking, use TTY/TDD at 
(800) 735-2929. 

 
As a DMH Healthy Way LA (HWLA) member, you have the following appeal rights: 
 

1. You have the right to appeal this decision.  That means that if you do not agree,   
you can have us review the decision. If you want to appeal this decision, you 
must ask for the appeal within 60 days of the date of this Notice of Action letter.  
It can take up to 45 days for DMH Patients’ Rights Office to decide your appeal.   

 
If you think that waiting this long could put your life or health at serious risk ask 
for an expedited appeal.  DMH Patients’ Rights will decide an expedited appeal 
within 3 working days. 
 
If you want to continue this treatment while waiting for a decision on your appeal, 
you must ask for the appeal within 10 days from the date of this letter.  
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Your services will continue if:   
1) You ask for your appeal within 10 days of the date of this letter;  
2) The services were ordered by a mental health provider. 
3) The original period of approved services has not ended; and  

     4) You ask to continue the treatment while the appeal is pending. 
 
 If you lose the appeal you may have to pay for the cost of the services that 
 you received while the appeal was pending. 
 

To ask for a regular or expedited appeal, call DMH Patients’ Rights at (213) 738-
4949.  If you have problems hearing or speaking, call TTY/TDD at (800) 735-
2929.  We will help you with your appeal.  You can also request for your appeal 
by writing or sending a fax to: 
 

DMH Patients’ Rights 
550 S. Vermont Ave. 

Los Angeles, CA 90020 
Fax: (213) 365-2481 

 
2. You have the right to speak for yourself during the appeal or choose another 

person to act for you.  That person may be a relative, friend, advocate, doctor, 
lawyer or someone else. 

 
3. You may send written comments, documents, records and other information 

about your appeal. You may also ask that a hearing be held in person or by 
telephone.    
 

4. Except in some limited cases you will be able to review your case file before and 
during the appeal process. 

 
5. If, after we make our decision, you are still not satisfied, you may ask for a State 

Fair Hearing.  You may ask for a State Fair Hearing only after you have finished 
the HWLA appeal process and have received a decision letter.   
 

If you have questions, concerns, want to give information about your appeal, or 
want to ask for a hearing in person or on the telephone with the person deciding 
your appeal, call the DMH Patients’ Rights at (213) 738-4949, or use TTY/TDD at 
(800) 735-2929. 
 
This notice does not affect any other HWLA services.  
 
Sincerely, 
 
 
_____________________________________________ 
(Name of Provider of Services or CAU Reviewer) 
c: DMH Patients’ Rights 
  



10/18/2011 Page 1 of 2 

COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 
         

GRIEVANCE FORM Healthy Way LA 
Note: If you cannot read or understand this form, call the Department of Mental Health Patients’ Rights 
at (213) 738-4949. If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 

     MEMBER INFORMATION 
Member Name (Last)                                   (First) 
 
             

Birth           Mo. 
Date:  
                 

Day 
 
   

Yr. 
 
     

HWLA Member ID # 
 
DMH IS #: 

Address (Street) (City) (State) 
               

(ZIP Code) 
       

Telephone (Home) 
 
       

(Cell ) 
 
       

(Alternate) 

Name of person completing this form, if different from member name 
 
       

(Daytime Telephone) 
        

 
Where did the problem occur?  (Name of Hospital, Provider’s Office, Clinic or Pharmacy) 
 

      
 

Date of       Mo. 
Incident:  
                 

Day 
 
   

Yr. 
  
     

Please describe what happened as specifically as possible: Include the order in which things happened and 
how you were affected.  For additional space use page 2 of this form or add another piece of paper. 
 

 
 
 
 
 
 
 
 
 

What action or result are you asking for? 
 
 
 
 
 
 
 
 
I understand that the Department of Mental Health Patients’ Rights will 
contact me within sixty (60) days to give me a decision. 
 
_____________________________________________________ 
Signature of member/member’s representative 
 

 
 
 
_______________________________ 
Date: 

                            
 

 
 
 
 

GRIEVANCE FORM/Healthy Way LA 
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Describe What Happened as Specifically as Possible: 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PLEASE RETURN THIS FORM TO THE DEPARTMENT OF MENTAL HEALTH PATIENTS’ 
RIGHTS BY DOING ONE OF THE FOLLOWING:  
 

• Fax it to the Department of Mental Health Patients’ Rights at (213) 365-2481  
• Return the form in person to the Department of Mental Health Patients’ Rights, 550 S. 

Vermont Avenue, Los Angeles, CA 90020 
• Mail it to the Department of Mental Health Patients’ Rights, 550 S. Vermont Avenue, 

Los Angeles, CA 90020 
 
 

 
 

INTERNAL USE ONLY 
 
 

1. DMH Provider (Directly Operated, LE, PPP/FQHC): 
2. HWLA Member ID#: 
3. DMH IS#: 
4. Grievance Code: 
5. Grievance Received:         In Person          By Phone          By Mail           By Fax                     

 
 
Grievance Received By:                                                      Time:                                             Date: 
 



COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 

10/18/2011 

 
GRIEVANCE RESOLUTION LETTER  Healthy Way LA 

 
 
 
[Date]                                                             
 
[Member’s Name]   
[Address] 
[City, State, Zip] 
 
HWLA Member Identification Number:  [insert number] 
DMH IS Number:  [insert number] 
Provider/Clinic:  [insert name of provider] 
 
 
RE: NAME  
 
Dear Addressee: 
 
A decision has been made regarding your grievance of <date at bottom of grievance form, 
concerning <state reason> on <date of incident>.  
  
Department of Mental Health (DMH) Patients’ Rights has worked with <name of facility 
and/or title of person> to investigate your grievance.   
 
<state findings> 
 
<state conclusion and result, i.e. this is what will happen>  
 
We value you as a DMH HWLA member. 
Your concerns help us to monitor the services provided and to improve care for all of our 
members. 
 
If you have questions or concerns, please contact DMH Patients’ Rights at (213) 738-
4949.                  
 
NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-
4949. If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 
 
Sincerely, 
 
 
 
(insert name) 
DMH Patients’ Rights Advocate 
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COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

        
 

APPEAL REQUEST FORM Healthy Way LA 
(An appeal may only be made after receiving a Notice of Action) 

 
Note: If you cannot read or understand this form, call the Department of Mental Health Patients’ Rights 
at (213) 738-4949.  If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 

 
     MEMBER INFORMATION 

Member Name (Last)                                   (First) 
 
             

Birth           Mo. 
Date:  
                 

Day 
 
   

Yr. 
 
     

HWLA Member ID # 
 
DMH IS # 

Address (Street) (City) (State) 
               

(ZIP Code) 
       

Telephone (Home) 
 
       

(Cell ) 
 
       

(Alternate) 

Name of person completing form, if different from member name 
 
       

(Daytime Telephone) 
        

 
 

Please attach a copy of your Notice of Action  
 

Notice of Action Date:   

Name of Provider/Clinic: 

Please tell us why you do not agree with the decision about your mental health services. You may 
attach any papers that support your appeal. For additional space use page 2 of this form or add another piece of 
paper. 
 

 
 
 

Answer this question only if you had a service or treatment that has been stopped or limited 
Are you asking for the stopped or limited services to keep going during the appeal?     Yes    No   
 

If you think your situation is urgent, and waiting 45 days will put your life or health at serious risk, tell us what 
may happen without a quick decision: 
 
 
Does your Provider agree that this situation is urgent?   Yes           No      
I understand that the Department of Mental Health Patients’ Rights 
will contact me within forty-five (45) days to give me a decision on 
my appeal.  
 
__________________________________________________________ 
Signature of member/member’s representative 
 

 
 
 
 
_________________________ 
Date 
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APPEAL REQUEST FORM/Healthy Way LA 
Please tell us why you do not agree with the decision about your mental health services.  For additional 
space add another piece of paper. 

 
 
 
 
 
 
 
 
 
 

 
PLEASE RETURN THIS FORM TO THE DEPARTMENT OF MENTAL HEALTH PATIENTS’ RIGHTS 
BY DOING ONE OF THE FOLLOWING:  

• Fax it to the Department of Mental Health Patients’ Rights at (213) 365-2481  
• Return form in person to the Department of Mental Health Patients’ Rights, 550 S. Vermont 

Avenue, Los Angeles, CA 90020 
• Mail it to Department of Mental Health Patients’ Rights, 550 S. Vermont Avenue, Los 

Angeles, CA 90020 
 

 
INTERNAL USE ONLY 

 
 
(Complete only if a Potential Expedited Appeal) 
 
Definition: An expedited appeal is one that involves an issue that could seriously jeopardize the member’s life 
or health or ability to attain, maintain, or regain maximum function. 
 
Member was told that the expedited appeal would be decided within three working days of its receipt?    
        Yes           No   
Member was told to provide supporting documentation by the next working day?   
        Yes           No   
 
 
Date Appeal Acknowledgement Given:  
 
 

1. DMH Provider (Directly Operated, LE, PPP/FQHC, CAU: 
2. HWLA Member ID: 
3. DMH IS #:  
4. Appeal received :              In Person         By Phone         By Mail          By Fax                    

 
 
Appeal Received By:                                                      Time:                                             Date: 

 

Deleted: ¶



COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 
 

10/18/2011 Appeal Acknowledgement Letter 
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APPEAL ACKNOWLEDGEMENT LETTER 
 
 

[Date]                                                             
 
[Member’s Name]   
[Address] 
[City, State, Zip]  
 
 
HWLA Member Identification Number:  [insert number] 
 
 
Dear [Member]: 
 
We received your appeal on [insert date].  Thank you for letting us know about your 
request for a review of the Notice of Action.  
 

NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-
4949. If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 

 
 
As a DMH HWLA member you have the following rights: 
 

1. You have the right to speak for yourself during the appeal or choose another person 
to act for you.  That person may be a relative, friend, advocate, doctor, lawyer or 
someone else. 

 
2. You may send written comments, documents, records and other information about 

your appeal. You should send in those papers within 10 days the date of this 
letter.  If you do not send them by that time, we may not consider your papers 
in making our decision. 

   
3. You may also ask for a hearing in person or by telephone with the person deciding 

the appeal where you can give your reasons why you disagree and examine and 
cross examine witnesses.  If you want a hearing, you must call within 10 days of 
the date of this letter.   

 
4. Before and during the appeal process you have the right to look at the case file 

(except for certain mental health professional notes in some limited cases). The 
case file includes medical records, other written notes, documents or other 
information related to your appeal. 

 
5. If, after we make our decision, you are still unhappy, you may ask for a State Fair 

Hearing.  You may ask for a State Fair Hearing after you have finished the HWLA 
appeal process and have received an appeal decision letter.   
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If you have questions, or want to request a hearing, call DMH Patients’ Rights at (213) 
738-4949  or use TTY/ TDD at (800) 735-2929.  You may also give information about your 
appeal by mailing or faxing it to:  

 
HWLA Member Services 

1100 Corporate Center Drive, Suite 100 
Monterey Park, CA 91754 

Fax: (626) 308-1582 
 

We will investigate your appeal and will contact you if we need more information. A letter 
with our decision will be mailed to you within 45 days from the date we received your 
appeal. 
    
Again, thank you for letting us know about your concerns. We value you as a HWLA 
member and we will make every effort to meet your health care needs. 
 
Sincerely, 
 
_____________________________________________   
[Insert name] 
HWLA Grievance and Appeal Coordinator 
Health Way LA Program 
 
 
cc: Medical Home 



COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 

10/18/2011 

APPEAL ACKNOWLEDGEMENT LETTER/Healthy Way LA 
Late Request 

 
 
[Date]                                                             
 
[Member’s Name]   
[Address] 
[City, State, Zip] 
 
 
HWLA Member Identification Number:  [insert number] 
DMH IS Number: [insert number] 
Provider/Clinic/CAU: [insert name of provider] 
 
 
Dear [addressee]: 
 
You asked for an appeal from the Notice of Action dated (insert NOA date) regarding (describe appeal).  The 
appeal was received on (insert date), which is more than sixty (60) days after the date on the Notice of Action.   
 
Your appeal is being denied because you did not ask for it within the appeal time limits. 
 

NOTE: If you cannot read or understand this letter, call Patients’ Rights at (213) 738-4949. If you have trouble 
hearing or speaking, use TTY/TDD at (800) 735-2929. 

 
 
If you do not agree with this decision, you have the following appeal rights: 
 

1. You can ask for a State Fair Hearing. You must ask for a State Fair Hearing within 90 days from the date 
on this letter. 

 
To request a State Fair Hearing, call (800) 952-5253.  If you have trouble hearing or speaking, you can call 
TTY/TDD at (800) 952-8349.  You may also ask for your appeal by writing to: 
 

State Hearings Division 
California Department of Social Services 

PO Box 944243, Mail Station 1937 
Sacramento, CA 94244-2430 

 
2. Please provide a copy of your request for a State Fair Hearing if you file one. 

 
This notice does not affect any other HWLA services. 
 
Please call Patients’ Rights at (213) 738-4949, or use TTY/TDD at (800) 735-2929 if you have any questions. 
 
 
 
Sincerely, 
 
 
 
(insert name) 
DMH Patients’ Rights Advocate 
 
 
c:   Requesting Provider 
 CAU  
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COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 
 

NOTICE  
About Your Mental Health Treatment Request 

Decision Delay 
 
[Date] 
 
 
[Member’s Name]      [Treating Provider’s Name] 
[Address]      [Address] 
[City, State  Zip]     [City, State  Zip] 
       [Name of Provider/Clinic/CAU] 
 
 
HWLA Member Number:  [insert number] 
DMH IS Number:  [insert number] 
 
RE: [insert type of service requested] 
 
(Mental Health Provider or the CAU) has not processed your 
 

  grievance   appeal   expedited appeal on time  
 

  request for mental health services   request for authorization for additional services 
 
Our records show you made your request on: 
 
____________________________________ 
 
You requested that______________________________________________________ 
______________________________________________________________________
______________________________________________________________________ 
 
We are sorry for the delay in answering your request.  We will continue to work on your 
request and hope to provide you with a decision soon. 
 
A decision will be made as soon as possible but no later than: [Insert the Date; Not to 
Exceed More that 28 Calendar Days From Receipt of Original Request] 
 

NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-4949.  
If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 

 
As a DMH Healthy Way LA (HWLA) member, you have the following rights: 
 

1. You have the right to file a grievance if you do not think this delay is proper.  If 
you want to file a grievance, you must ask for the grievance within 60 days from 
the date you get this letter.  It can take up to 60 days for DMH Patients’ Rights to 
decide your grievance.   
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To file a grievance, call DMH Patients’ Rights at (213) 738-4949.  If you have 
problems hearing or speaking, call TTY/TDD at (800) 735-2929.  We will help 
you with your grievance.  You may also file your grievance by fax or by writing to: 

 
 

DMH Patients’ Rights 
550 S. Vermont Ave. 

Los Angeles, CA 90020 
Fax: (213) 365-2481 

 
2. You have the right to speak for yourself or choose another person to act for you. 

That person may be a relative, friend, advocate, doctor, lawyer or someone else. 
 
 
This notice does not affect any other HWLA services.  
 
Sincerely, 
 
 
_____________________________________________ 
(Name of Provider/Clinic/CAU) 
 
 
c: DMH Patients’ Rights 
       
 



COUNTY OF LOS ANGELES   
DEPARTMENT OF MENTAL HEALTH   

 

10/18/2011  Notice  
 

 

NOTICE 
 
[Date] 
        
[Member’s Name]         [IS Number] 
[Address]       [Provider Name] 
[City, State Zip]        
HWLA Member ID #:  [insert number] 
 

RE: Request for an Expedited Appeal 
 
Dear [Member’s Name]: 
 
We received your request for an Expedited Appeal for a review of a Notice of Action on 
[insert date].   
 
Your request for an Expedited Appeal is denied because (Insert a clear and concise 
explanation of the reasons for the decision; and include the program requirements that 
support the action and a description of the criteria or guidelines used).   
 
Your appeal of the Notice of Action will go through the Standard Appeal process. This 
means we will investigate your appeal and will contact you if we need more information. A 
letter with our decision will be mailed to you within 45 days from the date we received your 
appeal. 
    
Again, thank you for letting us know about your concerns. We value you as a HWLA 
member and we will make every effort to meet your health care needs. 
 
NOTE: If you cannot read or understand this letter, call DMH Patients’ Rights at (213) 738-4949.  
If you have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 
 
If you have questions, concerns, want to give information about your appeal, or want to 
ask for a meeting with the person deciding your appeal, call DMH Patients’ Rights at 
(213) 738-4949, or use TTY/TDD at (800) 735-2929. 
 
This notice does not affect any other HWLA services.  
 
Sincerely, 
 
 
_____________________________________________ 
(Name of DMH Patients’ Rights Advocate) 
 
c: Requesting Provider/Clinic/CAU 
    Healthy Way LA Member Services 
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APPEAL DECISION LETTER Healthy Way LA 
OVERTURN DECISION 

 
 
 

Date:   
         

 Name: (Insert Member Name or Representative):     
     Member’s Name: 
 Address:     
 City, State, Zip    Provider/Clinic/CAU: 
      

 
 
Dear (Insert Member Name or Representative): 

 
A decision has been made about your appeal of (describe appeal). 
 
After careful review and investigation, our reviewer does not agree with the original decision.   

 
Your request has now been approved.  Authorization for (insert service) is effective from (insert 
effective dates).  Please call (insert provider/clinic name and telephone number) to make an 
appointment for this service.  

 
If you have any questions, please call DMH Patients’ Rights at (213) 738-4949. 

 
NOTE: If you cannot read or understand this letter, call Patients’ Rights at (213) 738-4949.  If you 
have trouble hearing or speaking, use TTY/TDD at (800) 735-2929. 

 
Sincerely, 

 
 

_____________________________________________ 
(Name of Patients’ Rights Advocate) 
 
 
 

c: Requesting Provider/Clinic/CAU 
 

 



 
DEPARTMENT OF MENTAL HEALTH 

DMH/DHS HEALTH CARE COLLABORATION PROGRAM 
Internal Polices and Procedures 

 
 
 

10/18/2011  

 
 
1.0 PURPOSE:   

1.1 To delineate the grievance process for Department of Mental Health (DMH) 
Healthy Way LA (HWLA) members, in accordance with the principles set 
forth in DMH/DHS Healthcare Collaboration Program Policy No. _____ . 

 
2.0 POLICY:    

2.1 DMH HWLA provides a mechanism to ensure that a thorough and 
consistent process for addressing DMH HWLA members’ grievances is 
available and accessible to all members. All grievances relating to the 
mental health benefit must be processed through DMH Patients’ Rights. 

 
3.0 DEFINITIONS: 

3.1 DMH HWLA Member: An individual enrolled in the HWLA Program and 
requesting/receiving DMH services. 

3.2 Grievance: An expression of dissatisfaction about any matter other than an 
action.  

3.3 Appeal: A request for review of an “Action.” 
3.4 “Action” any of the following: 

1. A denial, termination or reduction of eligibility for Medicaid 
Coverage Expansion (MCE) or Health Care Coverage Initiative 
(HCCI) known to LA County as HWLA. 

2. A denial or limited authorization of a requested service, 
including the type or level of service. 

3. A reduction, suspension, or termination of a previously 
authorized service. 

4. A failure to provide services in a timely manner. 
5. A failure by DMH HWLA to act within the timeframes 

established for grievance and appeals. 

SUBJECT 
 
HWLA MEMBER 
GRIEVANCE PROCESS  
 

POLICY NO.
 

 
TBA 

EFFECTIVE  
DATE 

 
7/1/2011 

PAGE 
 
 

1 of 6 

APPROVED BY: 
 
 
 

 ORIGINAL ISSUE  
DATE 

 
DRAFT 

 

DISTRIBUTION  
LEVEL(S) 

 
DMH 



 
DEPARTMENT OF MENTAL HEALTH 

DMH/DHS HEALTH CARE COLLABORATION PROGRAM 
Internal Polices and Procedures 

 
 
 

10/18/2011  

 
 
3.5 Delinquent:  Refers to a grievance that is not resolved within sixty (60) days.  
3.6 Resolved: Means that DMH HWLA has reached a final conclusion with 

respect to the member’s submitted grievance. 
3.7 Day: Unless otherwise specified, “day” means calendar day. 

 
4.0 IMPLEMENTATION REQUIREMENTS & SUMMARY PROCEDURES:  

4.1 The member will be provided with detailed instructions and information 
regarding how to file a grievance.  Grievance forms will be available through 
DMH Patients’ Rights and service sites. Grievance forms will be available to 
any member wishing to file a grievance. 
 

4.2 FILING A GRIEVANCE – DMH HWLA members may file a grievance directly 
with DMH Patients’ Rights.   

4.2.1 DMH HWLA members may register grievances by telephone, in 
writing, fax, or in person. Members may submit a grievance in a written 
note/letter, or by completing the grievance form.   

4.2.2 If protected health information (PHI) will be needed to investigate and 
resolve the grievance and the member’s grievance involves persons 
not part of DMH’s workforce, then an authorization for the disclosure of 
PHI must be attained.  

4.2.3 DMH HWLA members are allowed sixty (60) days from the date of the 
incident or event to file a grievance.  

4.2.4 When the member wishes to file a grievance, the DMH Patients’ Rights 
Office will document the grievance on the Grievance Log and, provide 
the member with a grievance form, assist the member in completing 
the form if appropriate, and explain the grievance procedure.   

4.2.5 At the time of filing the grievance, the member may present facts, 
evidence, or law in support of his or her position.     

 
4.3 DMH clinics/providers shall report all member grievances that they receive 

by forwarding the completed grievance form or other writing that expresses  
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4.4 the grievance to DMH Patients’ Rights within twenty-four (24) hours of its 

receipt. 
 

 
4.5 RECEIPT OF GRIEVANCE – Subsequent to receipt of the written grievance the 

DMH Patients’ Rights Office is responsible for recording all grievances in 
the Grievance Log and/or an electronic database.  Documents received 
describing the member’s concerns will be date-stamped upon receipt. 

   
4.6 The database for each grievance shall reflect the following information:  

4.6.1 Date and time grievance was filed by the member 
4.6.2 Date and time grievance was first received 
4.6.3 Member’s name 
4.6.4 Member’s HWLA number 
4.6.5 A description of the complaint or problem 
4.6.6 The name of the staff person receiving the grievance  
4.6.7 Date acknowledgement letter was sent 
4.6.8 The name of the staff person responsible for resolving the grievance 
4.6.9 A description of the action taken by DMH Patients’ Rights to 

investigate and resolve the grievance 
4.6.10 Date of resolution/response to member 
4.6.11 Status of grievance  
4.6.12 The resolution of the grievance 
4.6.13 Whether the grievance was resolved in favor of the member  
4.6.14 Date of disposition 
4.6.15 Final status 
 

4.7 CREATING A GRIEVANCE FILE – DMH Patients’ Rights Office (as appropriate) 
will create a paper grievance case file referencing the member’s name and 
HWLA identification number.  DMH Patients’ Rights Office will record the 
grievance using the Grievance Log and Grievance Data System. 
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4.8 ACKNOWLEDGEMENT LETTER – DMH Patients’ Rights Office will send a written 
acknowledgement letter in the appropriate language within seven (7) days 
of receipt of the grievance.  Grievances received over the telephone that 
meet all of the following requirements are exempt from the requirement to 
send a separate written acknowledgement: (i) do not relate to coverage,  (ii) 
do not  involve disputes related to the medical necessity of services, and (iii) 
are resolved by the close of the next business day. A letter that includes 
both an acknowledgement and the resolution will be sent within seven (7) 
days of the receipt of the grievance. 
 

4.9 RESOLUTION LETTER - DMH Patients’ Rights will send a written resolution 
letter in the member's primary or preferred language, large print, or other 
alternative format within sixty (60) days of receipt of the grievance, with a 
copy to the clinic/provider.  This time frame may be extended for up to 14 
days if requested by the member or if DMH can show that there is a need 
for additional information and the delay is in the best interest of the member. 
 

4.10 DELINQUENT RESOLUTION – In the event resolution can not be reached within 
sixty (60) days, the member shall be notified before the sixtieth day in 
writing by DMH Patients’ Rights of the status of the grievance and shall be 
provided with an estimated completion date of resolution.  The letter will 
notify the member of his/her right to request an appeal regarding the lack of 
timely resolution. 

 
4.11 FILE CLOSURE – When DMH Patients’ Rights Office sends the decision letter 

to the member, the grievance file will be closed and the decision recorded in 
the Grievance Database System. 
 

4.12 NOT APPEALABLE:  Members may not appeal the resolution of grievances to 
the State Fair Hearing process.  

 
4.13 NON-DISCRIMINATION – DMH HWLA and DMH clinics/providers will not 

discriminate against a member (including disenrollment of the member) for 
filing a grievance.  DMH HWLA will not discriminate against a member 
based on disability, or cultural/linguistic needs.  DMH HWLA will ensure that  
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  all members have access to, and can fully participate in, the grievance  
  process by providing assistance to members with Limited English Proficiency 
  and/or with a visual or other communicative impairment.  Such assistance will 
  include, but is not limited to, translation and/or interpretation services in the 
  member’s preferred language related to grievance procedures, forms, and 
  responses to grievances.  Additionally, DMH HWLA will provide access to  
  interpreters, telephone relay systems, and other devices that aid disabled  
  individuals with communication.      
 

4.14 REPORTING  
4.14.1 DMH Patients’ Rights will submit a monthly Grievance Report to the 

HWLA Administrative Grievance and Appeal Coordinator by the fifth 
(5) day of the following month.  If the DMH Patients’ Rights Office 
reports no grievances, the report will reflect the following: “No 
Grievance Received.”  Reports must be signed and dated by a 
representative of DMH Patients’ Rights.  This report can be combined 
with the monthly Appeals Report. 

4.14.2 DMH Patients’ Rights will report grievance information to regulatory 
agencies as required. 

 
5.0 MONITORING MECHANISM AND ACCOUNTABILITY: 

5.1 The DMH Patients’ Rights Director or Designee will monitor the grievance 
process.  Periodic evaluations of the process will be performed to determine 
effectiveness.  Modifications will be made where necessary to ensure 
adequate and timely response to members.  The DMH Patients’ Rights 
Director or Designee will oversee the member grievance process to ensure 
compliance with the State’s required time frames. 

5.2 Each DMH clinic/provider shall designate a facility liaison to coordinate 
grievance procedures with DMH Patients’ Rights. 

5.3 Staff from DMH Patients’ Rights will collaborate to identify a monitoring 
mechanism and assist with site visits to the DMH clinic/provider to ensure 
that the member grievance processes adhere to all regulatory and 
contractual requirements. 
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5.4 DMH Patients’ Rights staff conducts grievance training to internal and 
external personnel.  This includes a section on preventing discrimination 
against members. 
 

6.0 PRIVACY AND SECURITY: 
6.1 Member grievance data is secure and individual member information is not 

shared with any other entity not involved in the grievance investigation. 
 

7.0 AUTHORITY:  
7.1 Title 42, Code of Federal Regulations (“CFR”), Section 438.404 
7.2 Title 42, Code of Federal Regulations (“CFR”), Section 438.406 
7.3 Title 42, Code of Federal Regulations (“CFR”), Section 438.408 
7.4 Title 42, Code of Federal Regulations (“CFR”), Section 438.410 
7.5 Title 42,  Code of Federal Regulations (“CFR”), Section 438.420 
7.6 Title 42, Code of Federal Regulations”(CFR”), Section 438.424  
7.7 Department of Health Care Services, California Bridge to Reform Waiver 

Hearings and Appeals Process for Low Income Health Programs (LIHP) 
 

8.0 PROCEDURE:  
8.1 Refer to the attached DMH HWLA Grievance & Appeal Flow Charts and 

DMH HWLA Provider Manual. 
 
 

 
 
Unit Manager: ____________________________________        Date:  _____________ 
Name/Title: 
  
Approved/ Division Manager: _______________________        Date: ______________ 
Name/Title:  
 
 
Approved/Executive Officer:  _____________________         Date:  ______________ 
Name/Title:  
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1.0 PURPOSE:   

1.1 To provide a full and fair process for members to appeal a decision they find 
unacceptable regarding mental health services.   

1.2 To delineate the process for investigating and responding to DMH Healthy 
Way LA (HWLA) members’ appeals regarding mental health services. 

 
2.0  POLICY: 

2.1 DMH HWLA provides a process for thorough, appropriate and timely 
resolution of member appeals in accordance with state and federal rules.  

 
3.0 DEFINITIONS: 

3.1 Member: An individual enrolled in the HWLA Program and 
requesting/receiving DMH Services.  

3.2 Appeal: A request from a member for review of an “Action.”  
 

3.2.1 Standard Appeal: A formal appeal process whereby a member 
exercises his or her right to obtain a review of an Action within the 
standard period of time.  Standard appeals are resolved within 
forty-five (45) days of receipt of the appeal.  

3.2.2 Expedited Appeal:  A formal appeal process whereby the appeal and 
the final determination of that appeal are made and notice provided 
to the member within a timeframe not to exceed three (3) business 
days from receipt of the appeal.  Appeals are expedited when waiting 
for a standard decision could seriously jeopardize the member’s life, 
health, or ability to attain, maintain, or regain maximum function. 
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3.3 “Action” any of the following: 

 
1. A denial or limited authorization of a requested service, 

including the type or level of service; 
2. A reduction, suspension, or termination of a previously 

authorized service; 
3. A failure to provide services in a timely manner; 
4. A failure of DMH HWLA to act within the timeframes established 

for resolving grievances and appeals. 
3.4 Grievance:  An expression of dissatisfaction about a matter other than an 

Action.   
3.5 State Fair Hearing: An administrative hearing process carried out by 

California Department of Social Services (DSS) to resolve disputes 
regarding an Action. 

3.6 Day: Unless otherwise specified, “day” means calendar day. 
3.7 Hearing: A telephone or in person process in which information is presented 

to the decision maker. A hearing includes the ability to examine or cross 
examine witnesses. 

 
4.0 IMPLEMENTATION REQUIREMENTS & SUMMARY PROCEDURES: 

4.1 DMH HWLA members will be provided with detailed information about their 
appeal rights and instructions on how to file an appeal of an Action.  Appeal 
forms will be available at the clinic/provider sites and DMH Patients’ Rights 
Office.  Appeal forms will be provided to any member wishing to file an 
appeal.  
 

4.2 FILING AN APPEAL– DMH HWLA members, a designated representative, or a 
provider acting on the member’s behalf, may file an appeal with DMH 
Patients’ Rights by telephone, in writing, fax, or in person.  

4.2.1 When the member expresses a wish to file an appeal, DMH Patients’ 
Rights will explain the appeal procedure and assist the member in 
completing the form if applicable. 

4.2.2 Appeal forms are available at the clinic/provider site and the DMH 
Patients’ Rights office.  Appeal forms will be provided to any member 
wishing to file an appeal.   
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Members may submit an appeal verbally, in a written note/letter, or by 
completing an appeal form.  Verbal appeals must be confirmed in 
writing. 

4.2.3 A member may designate a representative to assist her/him in the 
appeal. 

4.2.4 HWLA members must file an appeal within sixty (60) days of the date 
of the Notice of Action.  

4.2.5 When the member files an appeal, DMH Patients’ Rights will document 
the appeal on the Appeal Log. 

4.2.6 At the time of filing the appeal, the member may present facts, 
evidence or law in support of his or her position.   
   

 
4.3 RECEIPT OF APPEAL – Subsequent to receipt of the written appeal, the DMH 

Patients’ Rights Office is responsible for recording all appeals in the Appeal 
Log and/or an electronic database.  Documents received describing the 
member’s concerns will be date-stamped upon receipt.   

 
4.4 The database for each appeal shall reflect the following information:  

4.4.1 Date and time appeal was filed by the member 
4.4.2 Date and time appeal was received 
4.4.3 Member’s name 
4.4.4 Member’s HWLA identification number 
4.4.5 A description of the reasons for appeal 
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4.4.6 The name of the staff person receiving the appeal 
4.4.7 Date acknowledgement letter was sent 
4.4.8 The name of the staff person responsible for resolving the appeal 
4.4.9 A description of the actions taken by DMH Patients’ Rights to 

investigate the appeal 
4.4.10 Decision made 
4.4.11 Date of decision 
4.4.12 Whether the appeal was decided in favor of the member 
4.4.13 Date decision letter was sent 
4.4.14 Final date by which a request for State Fair Hearing must be requested 
4.4.15 Final status  

 
4.5 CREATING AN APPEAL FILE 

4.5.1 DMH Patients’ Rights will create a paper appeal case file referencing 
the member’s name and identification number.  The DMH Patients’ 
Rights will record the appeal using the Appeal Log and Appeal Data 
System. 

 
4.6 PROCESSING STANDARD APPEALS 

4.6.1 Members must file an appeal within sixty (60) days of the date of the 
Notice of Action letter.  Appeals filed outside this period will be 
summarily denied. 

4.6.2 DMH Patients’ Rights will send written acknowledgement of the 
appeal to the member within seven (7) days.  Oral inquiries seeking 
to appeal an action will be treated as an appeal and confirmed in 
writing by DMH Patients’ Rights unless the member or provider 
requests an expedited decision. 

4.6.3 DMH Patients’ Rights will investigate the appeal and findings and 
hearings will occur as provided for in sections 4.12, 4.13, and 4.14 
below and DMH Patients’ Rights will render a decision within 
forty-five (45) days from DMH HWLA’s receipt of the appeal. 
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4.7 EXTENDING STANDARD APPEAL TIMEFRAMES 
The forty-five (45) day timeframe may be extended by an additional fourteen 
(14) days if: 

4.7.1 The member requests the extension; or 
4.7.2 DMH HWLA needs additional information and the delay is in the 

best interest of the member.  In this case, DMH HWLA will 
provide the member with written notification of the reason for 
the delay before forty-five (45) days have expired. 

  
4.8 PROCESSING EXPEDITED APPEALS 

4.8.1 The member or provider may request an expedited review of an 
appeal if waiting forty-five (45) days for a standard appeal 
determination could seriously jeopardize the member’s life or 
well-being.  

4.8.2 The DMH Patients’ Rights  will review the expedited appeal, render a 
decision, and assure that notice to the member is given within three 
(3) business days of the member’s or provider’s request. 

   
4.9 EXTENDING EXPEDITED APPEAL TIMEFRAMES 

The three (3) business day timeframe may be extended by up to fourteen 
(14) calendar days if: 

4.9.1 The member requests an extension; or 
4.9.2 DMH HWLA needs additional information and the delay is in the 

best interest of the member.  In this case, DMH HWLA will 
provide the member with written notification of the reason for 
the delay before the three (3) business days have expired. 

 
4.10 DENIAL OF REQUESTS FOR EXPEDITED APPEAL 

4.10.1 Before expediting an appeal, the DMH Patients’ Rights reviews the 
case for evidence of imminent and serious threat to a member’s 
health and well-being. 

4.10.2 If the case does not meet the expedited appeal criteria, as 
determined by DMH Patients’ Rights, DMH Patients’ Rights will 
promptly give oral notification of the denial of the request for 
expedited appeal to the member, the clinic/provider and DMH.      
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4.10.3 DMH Patients’ Rights will send written notice to the member within 

two (2) days.  The notice will include a right to grieve the 
determination not to expedite the appeal. 

4.10.4 The appeal is then transferred to the timeframe for standard appeal 
processing – forty-five (45) days from receipt of request. 
 

4.11 CASE REVIEW 
4.11.1 DMH Patients’ Rights staff will investigate and will review the 

information and paperwork, supporting documents, and request 
records as appropriate that were used to make the decision.  DMH 
Patients’ Rights will review the paperwork and supporting documents 
and request medical records as appropriate. 

4.11.2 DMH Patients’ Rights will investigate all identified appeal issues and 
review relevant records, other written notes, documents, and other 
information. This investigation will include the review of any facts, 
evidence, or legal arguments provided by the member at the time of 
filing the appeal or later.   

4.11.3 Members will be informed in the appeal acknowledgement letter that 
they should submit evidence to DMH Patients’ Rights within ten (10) 
days of the date on the letter. Materials received from the member 
after ten (10) days have passed from the date of the appeal 
acknowledgment letter may, but do not have to, be considered in 
making the final decision. 
 

4.12 APPEAL REVIEWERS 
4.12.1 The individual making a decision on the appeal must not be involved 

in any previous level of review or decision. 
4.12.2 A physician or other mental health care professional with the 

appropriate clinical expertise in treating the member’s condition must 
review the following: 
4.12.2.1 An appeal of a denial based on medical necessity 
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4.12.2.2 An appeal regarding denial of expedited resolution of an 

appeal 
4.12.2.3 An appeal that involves clinical issues 
 

4.13 APPEAL HEARING PROCESS  
4.13.1 Members and their representatives have the opportunity, before 

and during the appeals process, to examine the member’s case 
file, including records (except in certain limited situations), and 
any other documents under consideration in the appeal. 

4.13.2 Members are informed in the appeal acknowledgement letter 
that they should request a hearing from DMH Patients’ Rights 
within ten (10) days of the date on the appeal acknowledgement 
letter. Hearings will only occur if requested by the member 
within the appropriate timeframe. 

4.13.3 Appeal hearings will take place during normal business hours.  
4.13.4 A list will be established of people to be on appeal panels.  
4.13.5 The original decision maker and the decision maker on appeal 

must be present during the hearing.  
4.13.6 An internal scheduling process will be developed to identify 

times that panel members are available. Two time options will 
be made available to the member who requested the appeal.  

4.13.7 One hour will be scheduled for the hearing. The hearing will 
take place no earlier than twenty (20) days and no later than 
thirty-five (35) days after the appeal was filed.  

4.13.8 The hearing may take place in person or on the telephone. 
Members and their representative will be provided a reasonable 
opportunity to present evidence and allegations of fact or law, 
and cross examine witnesses. 

4.13.9 During the hearing a sign-in sheet will be circulated. Minutes will 
be taken and will include the names of participants, name of 
person representing member (as appropriate), and a short 
summary of the information provided. The hearing will not be 
recorded by a court reporter, but may be taped for the 
convenience of the decision maker at his or her discretion. 
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4.14 FORMAL NOTICE OF APPEAL DECISION 

DMH HWLA will provide the member with a written notice of the appeal 
decision (decision letter).  The appeal decision letter must include the 
following elements, when applicable: 
4.14.1 The results of the decision process and the date it was completed. 
4.14.2 The specific reasons for the appeal decision, in easily 

understandable language. 
4.14.3 At the discretion of the reviewer, a reference to the benefit provision, 

guideline, protocol, or other similar criterion on which the appeal 
decision was based. 

4.14.4 A description of the next level of appeal, if the appeal is not resolved 
wholly in favor of the member, to include the following:   
4.14.4.1 Current information and process for requesting a State Fair 

Hearing to the Department of Social Services, including the 
time-frames required for submission. 

4.14.4.2 The right to request to receive the contested benefits while 
the hearing is pending, and how to make that request. 

4.14.4.3 That the member may be held liable for the cost of the 
contested benefits if the hearing decision upholds DMH 
HWLA’s appeal decision. 

4.14.4.4 A request that the member notify DMH Patients’ Rights if he 
or she requests a State Fair Hearing. 

 
4.15 CONTINUATION OF COVERED SERVICE BENEFITS 

4.15.1 DMH HWLA will continue to provide the covered but contested 
service benefits for members during the internal appeal process or 
the State Fair Hearing (SFH) process if all the following conditions 
are met: 
4.15.1.1 the member or provider files the appeal within ten (10) days 

from the date of mailing the Notice of Action, which is 
assumed to be the date on the Notice of Action; 

4.15.1.2 the appeal involves the termination, suspension, or reduction 
of a previously authorized course of treatment; 

4.15.1.3 the services were ordered by a DMH HWLA provider; 
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4.15.1.4 the period covered by the original authorization has not 

expired; and 
4.15.1.5 the member requests an extension of benefits. 

4.15.2 The contested service benefits will continue to be provided until one 
of the following occurs: 
4.15.2.1 the member withdraws the appeal; 
4.15.2.2 ten (10) days pass after DMH Patients’ Rights mails the 

appeal decision letter; unless the member requests, within 
ten (10) days of receiving the Decision letter, a SFH with 
continuation of benefits;  

4.15.2.3 benefits were provided pending the SFH and a SFH decision 
is reached which is adverse to the member; 

4.15.2.4 the time period or service limits of the previous authorization 
has been met. 
 

4.16 STATE FAIR HEARING PROCESS 
4.16.1 Exhaustion of the internal appeal process is required of a member 

prior to filing a request for a State Fair Hearing (SFH) to appeal an 
Action. 
4.16.1.1 A SFH must be requested within ninety (90) days of the date 

of the Decision Letter of the internal appeal of an Action. 
4.16.1.2 DMH HWLA will be a party to the SFH. 

4.17 NON-DISCRIMINATION  
DMH HWLA and DMH clinics/providers will not discriminate against a 
member (including disenrollment of the member) for filing an appeal.  DMH 
HWLA will not discriminate against a member based on disability, or 
cultural/linguistic needs.  DMH HWLA will ensure that all members have 
access to and can fully participate in the appeal process by providing 
assistance to members with Limited English Proficiency and/or with a visual 
or other communicative impairment.  Such assistance will include, but is not 
limited to, translation and/or interpretation services in the member’s 
preferred language related to appeal procedures, forms, and responses to 
appeals.  Additionally, DMH HWLA will provide access to interpreters, 
telephone relay systems, and other devices that aid persons with disabilities 
with communication. 
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4.18 REPORTING   
4.18.1 DMH Patients’ Rights will submit a monthly Appeal Report to 

the HWLA Administrative Grievance and Appeal Coordinator by 
the fifth (5) day of the following month. The reports can be 
combined with the monthly Grievance Reports. If DMH Patients’ 
Rights reports no appeals, the report will reflect the following: 
“No Appeals Received.”  Reports must be signed and dated by 
a representative of DMH Patients’ Rights. 

4.18.2 DMH Patients’ Rights will report appeal information to regulatory 
agencies as required.  

   
5.0 MONITORING MECHANISM AND ACCOUNTABILITY: 

5.1 The DMH Patients’ Rights Director or Designee will monitor the appeal 
process.  Periodic evaluations of the process will be performed to determine 
effectiveness.  Modifications will be made where necessary to ensure 
adequate and timely response to members.  The DMH Patients’ Rights 
Director or Designee will oversee the member appeal process to ensure 
compliance with the State’s required time frames. 

5.2 Each DMH clinic/provider shall designate a facility liaison to coordinate 
appeal procedures with DMH Patients’ Rights. 

5.3 All DMH clinics, providers, and staff are required to cooperate with DMH 
Patients’ Rights in the member appeal process and to comply with all final 
determinations reached through the DMH HWLA appeals procedure and 
SFH.    

5.4 DMH Patients’ Rights staff conducts appeal training to internal and external 
personnel.  This includes a section on preventing discrimination against 
members. 
 

6.0 PRIVACY AND SECURITY: 
6.1 Member appeal data is secure and individual member information is not 

shared with any other entity not involved in the appeal process. 
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DEPARTMENT OF MENTAL HEALTH 

DMH/DHS HEALTH CARE COLLABORATION PROGRAM 
Internal Polices and Procedures 

 
 
 

Policy & Procedure 0002 Appeal Process for Members 
10/18/2011 

 
 
7.0 AUTHORITY: 

7.1 Title 42, Code of Federal Regulations, Sections 438.400 and following 
7.2 Centers for Medicare & Medicaid Services Special Terms and Conditions 

11-W-001939/9 California Bridge to Reform Demonstration, California 
Health and Human Services Agency 

 
 

8.0 SOURCES AND REFERENCE: 
8.1 Department of Health Care Services, California Bridge to Reform Waiver 

Hearings and Appeals Process for Low Income Health Programs – DHCS 
Revised Draft 04/26/2011 

8.2 DMH HWLA Member Grievance Process Policy & Procedure Number 0001 
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Los Angeles County – Department of Mental Health 
Resource Directory  

 
Healthy Way L.A. & DMH/DHS Collaborative Programs 
550 S. Vermont Avenue, 12th Floor  
Los Angeles, CA 90020  
Clinical Operations Administrative Operations 
Kathleen Kerrigan, RN, LCSW 
(213) 738-3111 
kkerrigan@dmh.lacounty.gov
• DHS Co-located Sites 
• MHIP Model – Training, Technical Assistance, QA/QI 
• Operational Agreements between DMH Directly-

operated and Community Partners 
• Tier 2 & 3 Services at Primary Health (DHS) Sites 

Lisa Wicker, LCSW 
(213) 738-2297 
lawicker@dmh.lacounty.gov  
• Contracts 
• Budget, Fiscal, Claiming Reports, Monitoring 
• Manual Invoices – Training & One-time Costs 
• IT/IS, PFARs 
• Referral/Enrollment Tracking 

 
Adult Navigators 
Service Area 1 
Miesha Worthey  

 
(661) 223-3820 

 
mworthey@dmh.lacounty.gov  

Service Area 2 
Darrell Scholte 

 
(818) 610-6705 

 
dscholte@dmh.lacounty.gov  

Service Area 3 
Eugene Marquez 

 
(626) 471-6535 

 
emarquez@dmh.lacounty.gov  

Service Area 4 
Christine Hubbard  
Anna Barrientos 

 
(323) 671-2621 
(323) 671-2617 

 
chubbard@dmh.lacounty.gov  
abarrientos@dmh.lacounty.gov  

Service Area 5 
Joseph (Sandy) Mills 

 
(310) 482-6619 

 
jmills@dmh.lacounty.gov  

Service Area 6 
Margarita (Maggie) Cabrera 

 
(323) 290-5287 

 
mcabrera@dmh.lacounty.gov  

Service Area 7 
Terelui (Tere) Antoni  

 
(213) 738-6150 

 
tantoni@dmh.lacounty.gov  

Service Area 8 
Alicia (Lisa) Powell 

 
(562) 435-2287 

 
apowell@dmh.lacounty.gov  

 
Chief Information Office Bureau (CIOB)  
695 S. Vermont Avenue 
Los Angeles, CA 90020 
(213) 351-1335 Help Desk 

 
Contracts Administration 
550 S. Vermont Avenue, 5th Floor  
Los Angeles, CA 90020 
Jennifer Koai (213) 738-4035 jkoai@dmh.lacounty.gov  
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Financial Services Bureau  
550 S. Vermont Avenue, 8th Floor  
Los Angeles, CA 90020  
All questions regarding 
reimbursement to: 
Sherry Trujillo, Fiscal Officer I  

(213) 738-4692 strujillo@dmh.lacounty.gov  

 
 

Managed Care Division/Utilization Review 
Authorizations & Due Process  
550 S. Vermont Avenue, 7th Floor  
Los Angeles, CA 90020 
Alan Lert, PhD 
Lead Person 

(213) 739-7308 alert@dmh.lacounty.gov  

Patricia Claybrook, RN 
Due Process/Appeals  

(213) 738-6151 pclaybrook@dmh.lacounty.gov  

Julie Agojo, RN 
Policies  

(213) 738-2431 jagojo@dmh.lacounty.gov  

 
Patients’ Rights Office  
550 S. Vermont Avenue, Suite 608  
Los Angeles, CA 90020  
(213) 738-2524 
Rashied Jibri, Supervisor  (213) 738-2601 rjibri@dmh.lacounty.gov  
Rolinda Shaw, Supervisor  (213) 738-2524 rshaw@dmh.lacounty.gov  
Sylvia Guerrero, MH Analyst I  
Due Process/Appeals  

(213) 738-4124 sguerrero@dmh.lacounty.gov  

 
Quality Assurance Division 
550 S. Vermont Avenue, Suite 502 
Los Angeles, CA 90020  
Rosalie Esquibel  
Clinical Records Director 

(213) 739-6335 resquibel@dmh.lacounty.gov  

Jennifer Hallman, LCSW 
Documentation 

(213) 738-3770 jhallman@dmh.lacounty.gov  

Clinical Forms   http://dmh.lacounty.gov/Forms.asp
Organizational Provider’s Manual   http://dmh.lacounty.gov/Agency_Admin.asp  
IS Codes Manual   http://dmh.lacounty.gov/hipaa/index.html  

 
Revenue Management  
RMD Hotline  (213) 480-3444 revenuemanagement@dmh.lacounty.gov  
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Service Area District Chiefs 
Service Area 1 
2323-A East Palmdale Blvd. 
Palmdale, CA 93550 
JoEllen Perkins, LCSW 

(661) 223-3827 jperkins@dmh.lacounty.gov  

Service Area 2 
Children’s System of Care  
Superior Court Building  
600 S. Commonwealth Ave. 15th Fl. 
Los Angeles, CA 90005 
Eva Carrera, LCSW 
 
West Valley Wellness Center 
6800 Owensmouth Ave #160 
Canoga Park, CA 91304 
Eva Carrera, LCSW (interim)  

(213) 739-5538 
 
 
 
 
 
 
(213) 739-5538 

ecarrera@dmh.lacounty.gov  
 
 
 
 
 
 
ecarrera@dmh.lacounty.gov  
 

Service Area 3 
Superior Court Building  
600 S. Commonwealth Ave. 6th Fl.   
Los Angeles, CA 90005 
Alfredo Larios, LCSW 

(213) 739-5455 alarios@dmh.lacounty.gov  

Service Area 4 
550 S. Vermont Ave., 10th Floor 
Los Angeles, CA 90020  
Edward Vidaurri, LCSW 

(213) 738-3765 evidaurri@dmh.lacounty.gov  

Service Area 5 
11303 W. Washington Blvd., 2nd Fl.  
Los Angeles, CA 90066 
Karen Williams, PhD  

(310) 482-6601 kwilliams@dmh.lacounty.gov  

Service Area 6 
3751 Stocker Street  
Los Angeles, CA 90008 
Yolanda Whittington, LCSW 

(323) 298-3671 ywhittington@dmh.lacounty.gov  

Service Area 7 
550 S. Vermont Avenue  
Los Angeles, CA 90020  
Ana Suarez, LCSW 

(213) 738-3499 asuarez@dmh.lacounty.gov  

Service Area 8 
100 Oceangate, Suite 550 
Long Beach, CA 90802 
Youngsook Kim-Sasaki, RN, MSN 

(562) 435-2337 ykimsasaki@dmh.lacounty.gov   
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